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BLOOD CHEMISTRY IN NEPHRITIS* 


WILBER E. POST, M.D.7+ 
CHICAGO 


About seventeen years ago it was my privilege to discuss certain phases of blood chem- 


istry in nephritis before this Society. 


You have been good enough to ask me to discuss 


the subject today and I acknowledge the honor with sincere thanks. As the years have 


passed, I have been greatly impressed by the great amount of work required—months, 
years, or a life-time of work—to establish some simple law of procedure in medicine 
which may finally be stated in a sentence and followed by all without the need of elab- 
orate laboratory tests in every individual case. In fact, I fear that the error is sometimes 
made of doing an unnecessary lot of elab- 
orate laboratory work in routine practice | this occasion. It seems appropriate, there- 





and thereby raising the high cost of medical 
care. It is well for us to keep in mind that 
tests are to be made for the good of man, 
and not man for the good of the tests! 


fore, to limit ourselves to a discussion of 
those phases of blood chemistry which are 
of importance to the physician in his man- 
agement of the various types of nephritis— 


An exhaustive discussion of blood chem- | or, as I would prefer to say, the various 
istry in nephritis is obviously impossible on | types of Bright’s Disease. Even so, the list 
—— of subjects is rather long and most of them 
™ me the Michigan State Medical Society, Septem- well understood by many of you. A part 

iDr. Wilber _E. Post is clinical Professor of Medicine, | of my object shall be to suggest how we 


Rush Medical College, University of Chicago. He is attend- : Z : 
ine physician of the Presbyterian Hospital, Chicago. may shorten the list in practice without de- 
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priving the patient of benefits. Our first 
object should be, however, to discuss what 
facts are to be derived from blood chemistry 
that are essential or of importance to the 
best management of the disease under con- 
sideration. 

The list of subjects includes: 

1. The ability of the kidneys to concentrate the 

substances excreted in the urine. 
2. The Urea Clearance Test. 
3. The Phenolsulphonephthalein Excretion Test. 


4. The estimation of the non-protein nitrogen 
substances in the blood. 
Creatinine 
Uric Acid 
Urea 
Total non-protein nitrogen 


5. The determination of the acid-base equilibrium 
by estimation of chloride and CO. (carbondi- 
oxide) content of the blood, and perhaps an 
estimation of total base; occasionally calcium 
and phosphorus estimations. 


. The estimation of the plasma protein and uri- 
nary protein. It is interesting but not essential 
to management to have the fractional values of 
albumin and globulin. 


. The estimation of cholesterol of the blood. 


. A group of tests requiring simpler technic and 
the results of which can be used to some ex- 
tent in lieu of the more elaborate procedures. 
I refer to the estimation of hemoglobin and 
red cell count; the relative volume of red cells 
and plasma; the volume of the blood; the ab- 
sorption time of intradermally injected salt so- 
lution, or the plasma thirst test of Thomas; the 
oxidation time of methylene blue solution in- 
jected into skin; quantitative estimation of uri- 
nary protein. All of these are easily available 
for use by the practising physician at com- 
paratively little expense for study and equip- 
ment. 


The mention of such a lot of laboratory 
work in many of our cases of Bright’s Dis- 
ease seems impracticable because of expense 
and because facilities may not be available. 
[even in these hard times we may be thank- 
ful that the facilities are far more generally 
available than ever before; and in regard to 
the expense—I think the spirit to do what 
is really needed for the patient motivates the 
physician of our day as well as our noble 
predecessors. Further than that the physi- 
cian can inform himself of what others have 
learned by long ardous investigative studies, 
and then make use of what is known to oc- 
cur in the different phases of Bright’s Dis- 
ease, without the necessity of elaborate lab- 
oratory work. 

Let us see how the knowledge of all of 
this blood chemistry and related procedures 
works out in the various types of Bright’s 
Disease and allied conditions. 

In the acute hemorrhagic, or glomerular 
form, there is usually an acute onset from 


Jour. M.S.M.S. 


infection. It is discovered by the appearance 
of generalized edema, or by the finding of 
scanty urine containing variable amounts of 
albumin and blood and various numbers of 
hyaline, granular, epithelial, and blood casts. 
Broad “renal failure’ casts are found in the 
terminal stage. We know that the kidney 
function is impaired and there is a variable 
degree of NPN retention, and retention of 
acid products of metabolism (phosphoric 
and sulphuric). Not only the kidneys are 
injured, but also the blood vessels (1.e., arte- 
rioles and capillaries) and the body tissues 
in general. The blood-pressure is usually 
increased and there may be edema. In brief, 
the chief immediate problem is acute infec- 
tion and its toxic effects on kidneys, blood 
vessels, tissue cells of the body in general, 
including those of the brain and the retinz. 
We need to know nothing further in order 
to institute the best known management. 
What do we do? We eliminate the source 
of infection as it is possible to do so. We 
give abundant fluids with orange juice and 
sugar to dilute the toxins and aid excretion. 
We give them by mouth unless the patient 
is vomiting, and we give water and alkali 
and glucose by rectum or the subcutaneous 
or intravenous route if there is vomiting. 
If there is edema sodium salts are avoided 
except at the beginning of management 
when it is needed to rapidly neutralize acids. 
Magnesium and potassium salts are given if 
the case is mild and the oral route is used. 
If there are ominous signs of cerebral irri- 
tation from vascular spasm or edema, 2 per 
cent magnesium sulphate or 50 per cent glu- 
cose is given intravenously with appropriate 
precautions. Sweating may help to relieve 
vascular spasm or reduce edema. However, 
if sweating is too drastic there may be too 
great a loss of chloride through the skin and 
dehydration produced with marked weak- 
ness and vomiting and muscle cramps. Rest 
is important and sedatives may be justifi- 
able. If there is cardiac deficiency, digitalis 
or strophanthus or squills is needed. 


After the initial stage of acute glomerular 
(hemorrhagic) Bright’s is passed, we would 
like to know how much damage to the kid- 
ney has been done. The work of Ambard, 
and of Moller, McIntosh, and Van Slyke 
has shown us that the most sensitive indi- 
cator of renal damage is the determination 
of the number of cubic centimeters of blood 
per minute cleared of urea by renal excre- 
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tion—called the “Blood Urea Clearance” 
Test. In my experience this is the most 
helpful of all blood chemistry estimations in 
Bright’s Disease. As many of you know, the 
normal average number of cubic centimeters 
of blood cleared of urea per minute is 75 
if the average urinary excretion is more 
than 2 cubic centimeters per minute; and 
54 cubic centimeters of blood is cleared per 
minute if the urinary excretion amounts to 
less than 2 cubic centimeters per minute. 
According to Van Slyke et al, “the blood 
urea clearance falls to 50 per cent of normal 
or less in most cases of acute hemorrhagic 
Bright’s Disease. A consistent return to- 
ward normal must be observed within four 
months if the prognosis is to be good. If 
the condition becomes latent the blood urea 
clearance should be normal and the patient 
symptom-free, but there remains blood in 
the urine. In the chronic active stage the 
blood urea clearance varies from 60 per 
cent to 40 per cent of normal for a year or 
so and then falls to lower levels as the ter- 
minal stage is entered. In the terminal stage 
the urea clearance is less variable and falls 
below 20%. The non-protein nitrogen sub- 
stances accumulate in the blood and the spe- 
cific gravity of the urine is fixed. With the 
urea clearance permanently below 20 per 
cent of normal the term of life is limited to 
a few months up to two years. The symp- 
toms of uremia are never present when the 
urea clearance is above 10 per cent and nev- 
er absent when it is below 5 per cent.” In 
general the urea clearance is an indication 
of the proportion of glomeruli destroyed, 
or, at least, not functioning. 


Compared with simple blood urea estima- 
tions, the blood urea clearance must be be- 
low 50 per cent of normal before the urea 
content of the blood rises above the normal 
of 23 mgm. urea nitrogen per 100 c.c. of 
blood. With urea clearance between 20 per 
cent and 40 per cent of normal, a half of 
the cases show blood urea content normal, 
especially if on a low protein diet. With the 
urea clearance below 20 per cent, nearly all 
of the cases show a rise in blood urea. Clin- 
ical observations show that the urea clear- 
ance values give a truer indication of the 
progress of kidney damage than the blood 
urea content. 


The clearance of the blood of creatinine 
may be used similarly as the blood urea 
clearance. The normal creatinine content of 
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the blood is 1.5 mgm. to 2.0 mgm. per 100 
c.c. The protein content of diet causes less 
variation in creatinine values than in urea 
values. But in the experience of Dr. Hoff- 
man and myself there is little or no practi- 
cal advantage in the test. 


The phenolsulphonephthalein excretion 
test is less sensitive than the blood urea 
clearance test, as an indication of progres- 
sive impairment of renal function. As 
shown by the results obtained by Van Slyke 
and his associates, the blood urea clearance 
may fall below normal weeks or months be- 
fore the phthalein excretion falls below its 
normal of 55 per cent in two hours when in- 
jected intravenously. Also, the value of the 
phthalein excretion rises sooner than the 
“urea clearance” values when there is re- 
covery from an acute Bright’s. The two are 
more closely parallel when the renal dam- 
age is extensive. In general it is our expe- 
rience that if a three-hour excretion time is 
used, a delay in excretion is more easily 
noted and is a further indication of impair- 
ment of renal function. Obviously the ad- 
vantage of the phthalein test is its simplicity 
so that it may be used in office or home. 
When considered in conjunction with the 
clinical history and clinical condition of the 
patient, the hemoglobin, the red cell count 
of the blood, and the urinary findings, the 
phthalein excretion test is fairly satisfac- 
tory. 

In cases of prostatic hypertrophy with re- 
tention of urine two facts must be borne in 
mind: First, in the phthalein test the urine 
containing phthalein is both diluted and re- 
tained in the bladder so that the test is not 
practicable unless a catheter is used (in my 
practice there must be much more than sim- 
ple curiosity to justify use of a catheter) ; 
second, the urea concentration .of the urine 
retained in the bladder is about the same as 
that excreted duirng the test so that the urea 
clearance test is fairly practicable. How- 
ever, when there is infection of the retained 
urine, results of this test are obviously val- 
ueless. 

The ability of the kidney to concentrate 
urine is recognized as the most fundamental 
function to be impaired by renal damage. 
Fixation of specific gravity of the urine at 
a low point and equalization of the day and 
night excretion are the principal manifesta- 
tions. Based upon this observation, two 
tests of renal function of very practical 
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value have been devised—one by Hedinger 
and Schlayer, modified by Mosenthal; the 
other by Addis, modified by Fishberg. The 
Mosenthal Test provides that the dietary for 
one day include an adequate supply of pro- 
tein (13.4 g. N.), salt (8.5 g.) and fluid 
(1800 c.c.), with purines in meat, soup, tea, 
and coffee, divided into three meals at 8:00 
A. M., 12:00 noon, 5:00 P. M., with no 
food nor fluids between meals nor during 
the following night. The urine is collected 
at 2-hour intervals from 8:00 A. M. to 8:00 
P. M. and for the 12-hour period during 
the following night. In the normal the spe- 
cific gravity varies at least 10 points; the 
specific gravity of the night urine is 1.018 
or more; the total quantity of the 12-hour 
day urine is three to four times that of the 
12-hour ‘night urine. As the renal lesion 
progresses the specific gravity becomes fixed 
at low levels, and the quantity of night urine 
tends to become equal to the quantity of day 
urine. The same phenomena are also ob- 
served in other conditions than primary re- 
nal disease such as ureteral calculi, cystitis, 
pyelitis, prostatitis, marked anemia, diabetes 
insipidus. On the other hand in myocar- 
dial decompensation the specific gravity is 
fixed at higher levels. 

In the test suggested by Addis and Fish- 
berg, the fluids are restricted to 1200 or 
1500 c.c. for a day. The evening meal con- 
tains a high protein content and only 200 
c.c. of fluid. No food nor fluid is given dur- 
ing the night. The bladder is emptied at 
8:00 A. M., 9:00 A. M., and 10:00 A. M. 
The specific gravity of at least one of the 
specimens should exceed 1.025. With in- 
creasing renal impairment the maximum 
specific gravity diminishes until in renal fail- 
ure it becomes 1.007, which is the specific 
gravity of protein-free blood plasma. A 
maximum specific gravity below 1.020 is of 
serious significance and is of use in reveal- 
ing renal impairment early in its course. In 
patients with edema and in whom the edema 
fluid is being released the maximum specific 
gravity may be low without grave signifi- 
cance. As with the Mosenthal method, this 
test serves as a means of differentiating be- 
tween renal impairment and _ extra-renal 
conditions such as cardiac decompensation, 
in which the phenolsulphonephthalein ex- 
cretion and the urea clearance may be di- 
minished and the non-protein nitrogen of 
the blood increased. 
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Besides the previously mentioned condi- 
tions associated with low specific gravity of 
the urine and which may be misleading in 
the results of the concentration test, one 
should keep in mind that chilling of the pa- 
tient, or undue perspiration, or diarrhea, or 
vomiting, or mental excitement may influ- 
ence the results. However, both the simplic- 
ity of the test, and its general reliability 
make it one of the best tests of renal 
damage. 


There are other determinations which are 
helpful in the conduct of management in 
various phases of Bright’s Disease. 


When edema develops and the amount of 
albumin in the urine is large, one desires to 
know the protein content of the blood plas- 
ma, the hemoglobin and red cell count, the 
relative red cell and plasma volume, the 
quantity of protein excreted in the urine, the 
absorption time of intradermally injected 
salt solution (McClure and Aldrich), the 
basal metabolic rate, and the cholesterol of 
the plasma. However, these are means of 
estimating the nature and degree of pathol- 
ogy outside of the kidney which one sees in 
Bright’s Disease, and which is associated 
with kidney disease but not due to kidney 
disease so far as I know. For the purpose 
of our discussion, we may consider that this 
extra-renal pathology is manifested in two 
forms: First, damage of the tissue cells and 
the blood, resulting in edema, lowered plas- 
ma protein, disturbance of water and of 
mineral balance, and in marked albuminu- 
ria; or, second, damage of the blood vessels 
(1.e., arterioles and arteriolar capillaries), 
resulting in hypertension and the manifes- 
tations of impaired respiratory processes 
(1.e., ischemia) in various parts of the body, 
and in hemorrhages. The nephrotic phase 
of a chronic glomerular nephritis (Hemor- 
rhagic Bright’s) means to me the same gen- 
eral process in the tissues as nephrosis, and 
added to the nephrotic syndrome is vascular 
damage. There is very little or no vascular 
damage in nephrosis. And please note that 
there are very few cases of pure nephrosis 
recorded. 


Investigations by Epstein, and by Thom- 
as, Hektoen, Andrews, and Welker indicate 
a possible explanation of the mechanism of 
proteinuria that is very helpful to my un- 
derstanding of most of these tests of the 
extra-renal pathology of Bright’s Disease. 
In brief it is this: The toxins of infectious, 
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or non-infectious, origin damage the tissue 
cells; the proteins are broken down and the 
toxic portions resulting combine with the 
serum albumin, forming a protein abnormal 
to the circulation. The kidneys excrete this 
abnormal protein. 


With this in mind the estimation of the 
protein content of the blood plasma means 
more than a formality. It is a measure of 
tissue damage and, to a certain extent, of 
the state of metabolism in the tissues, and 
of protein deficit in diet, as well as an indi- 
cation of the likelihood of edema or of the 
excretion of albumin in the urine. With ex- 
ceptions, decrease in protein content of the 
plasma parallels the development of anemia 
and the decrease in relative red cell volume, 
and decrease of absorption time of intra- 
dermally injected salt solution. 


The normal protein content of the plasma 
is 7 grams per 100 c.c. Of this about 4.3 
grams is albumin and 2.7 grams is globulin. 
When serum protein is diminished it is the 
albumin fraction that is lowered. When the 
total protein is reduced to 5 grams per 100 
c.c. edema develops only if there is circula- 
tory or other complication. With total pro- 
tein of less than 4 g. or the albumin less 
than 2 g. per 100 c.c., edema is present in 
most cases. In our own experience, edema 
has been eliminated from a patient in whom 
the albumin was 1.36 g. per 100 cc. by 
washing the sodium from his tissue fluids.* 


One of the satisfactions to come from es- 
timation of plasma protein is that its level 
may be maintained to a fair degree by ade- 
quate protein content of the diet, and in- 
crease of diet protein within reasonable lim- 
its does not increase protein catabolism nor 
albumin in the urine. It may increase pro- 
tein storage in tissues and protein content of 
plasma with decrease of edema. More than 
once I have seen the addition of roast beef 
or beef steak to the daily diet of a patient 
with nephrotic edema followed by the dis- 
appearance of edema and marked general 
improvement. 


Refined methods of estimation of plasma 
proteins may not be available whenever and 
wherever desired, but a fair estimation may 
be made from the specific gravity of the 
blood plasma (see Peters and Van Slyke, or 
Trumper and Cantarow). Much of the 
same estimate of the patient’s condition can 





“Since this paper was written, a case with plasma albumin 
of 0.98 g. per 100 c.c. was freed of edema. 
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be arrived at by the determination of hemo- 
globin of the blood, the relative volume of 
red cells and plasma, the skin absorption 
time of salt solution, with an estimation of 
the quantity of albumin in the urine. 


What has been mentioned somewhat the- 
oretically in regard to impaired metabolism 
of the cell as a basis of edema is confirmed 
by the low metabolic rate in many cases of 
Bright’s with marked edema and by the tol- 
erance of such cases for thyroid medication. 
Furthermore, many such cases are much 
benefited by desiccated thyroid in large 
doses. High carbohydrate diets with ap- 
propriate doses of insulin may also result in 
the disappearance of nephrotic edema. 


The study of acid-base balance and min- 
eral metabolism has been helpful chiefly in 
cases of acute nephritis, of marked edema, 
and in the terminal stages of renal deficit in 
any type of Bright’s Disease. For brevity’s 
sake let me merely mention some of the im- 
portant observations: 


1. In severe acute nephritis, in which renal func- 
tion is markedly impaired, there is inability to 
excrete the acid products of tissue .metabolism 
—especially phosphoric and sulphuric acids. 
That is, ammonia is no longer formed by the 
kidney and available fixed bases are depleted 
and acids accumulate. The result is severe in- 
toxication of the organism and usually edema 
and anuria. Relief is obtained by the admin- 
istration of adequate amounts of quickly ab- 
sorbable base, in the form of sodium bicarbo- 
nate, per rectum or intravenously if the pa- 


tient is vomiting or comatose. Glucose is also 
helpful. 


2. Edema fluid acts as a reservoir of alkali— 
chiefly sodium. 


3. Edema is not relieved unless sodium excretion 
exceeds sodium intake, while total serum base 
is being maintained. In practice this means that 
in edema the diet should contain as little so- 
dium as possible while having a neutral ash. 
The water supply should be ample to afford a 
vehicle for the excretion of sodium. Its con- 
centration in serum and urine alike is about 
3.5 grams per litre. 


4. Likewise the .chloride balance runs parallel to 
water balance. The ingestion of ammonium 
chloride causes retention of chloride when 
there is renal deficiency and when an adequate 
supply of base is not available for excretion 
on account of low serum total base. Then 
acidosis develops with increase of edema. The 
ingestion of even potassium chloride in such 
cases seems to me contraindicated. Potassium 
citrate or acetate would be better as the older 
clinicians told us. In ‘cases of nephrosis, on 
the other hand, ingestion of ammonium chlo- 
ride may lead to diuresis, because the chloride 
combines with the excessive amount of sodium 
in the edema fluid and is excreted if the sup- 
ply of water is adequate. 

5. Excessive perspiration may produce, in a pa- 
tient with edema, a picture of dehydration with 
low serum tota! base and the disappearance of 
















sodium from the urine. Sweating may, then, 
do harm and the serum CO, should be checked 
as a means of determining the serum base 
level. I wonder if this may not explain in part 
the increased frequency of eclampsia during 
spells of hot weather. 


6. Increase of the calcium of the serum for the 
purpose of increasing the serum total base, 
either by administration of calcium or by mo- 
bilizing by parathyroid hormone, has been re- 
ported favorably as a means of relieving ede- 
ma. In our hands there has been little success. 


7. In the terminal stage of renal deficiency per- 
sistent vomiting usually occurs, and the chlo- 
ride of the body may be greatly reduced— 
from 535 mgm. per 100 c.c. of plasma to 400 
or even 350 mgm. If at the same time the 
base level (as determined by CO, of the se- 
rum) is normal or high then acidifying salts 


(as ammonium chloride) or hydrochloric acid — 


will relieve. If the base level is low as well as 
the chloride level, then a neutral salt as so- 
dium chloride will supply the deficit, and the 
vomiting may be controlled. 


By these means many cases, without too 
extensive kidney damage, may be aided to- 


STATE SOCIETY ACTIVITIES—LE FEVRE 





Jour. M.S.M.S. 
ward recovery, and many more 
made fairly comfortable. 

In conclusion, what shall we say is essen- 
tial to an intelligent application of our 
knowledge of blood chemistry in nephritis? 
Briefly these: 


The blood urea clearance test. 

The phenolsulphonephthalein excretion test. 
The urine concentration test. 

The determination of the blood protein and 
urine protein. 

The determination of the hemoglobin. 

The determination of the skin absorption time. 
The determination of the CO: and chloride of 
the serum. 


Greatest of all is needed diligent study of 
each case under our care as well as study of 
the results of the work of those who are 
advancing our knowledge in this field. 
After groping blindly in years past for 
means of help in Bright’s Disease, what a 
satisfaction to have some rational guides for 
procedure. 


may be 


See Pee 
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GEORGE L. LE FEVRE, M.D.+ 
President Michigan State Medical Society 


MUSKEGON 


It is indeed a great pleasure to be with you tonight. 


You represent the largest unit in 


the state organization and therefore I consider it a great honor to be able to discuss with 
you this evening the objectives and matters of interest with which the state society is at 


present busy. 


Probably the most important function of the organization is that concerned with 
education for, after all, we are primarily in the practice of medicine for the purpose of 
helping the sick and the improvement in our methods of treatment is of utmost im- 


portance. In performing this function, the 
state society, as you know, has been con- 
ducting post graduate conferences through- 
out the state. We are continually attempt- 
ing to improve these meetings, keeping in 





*This paper and the three papers following consist of 
addresses given by the President, President-Elect, President 
of the Council and Secretary of the Michigan State Medical 
Society before the Wayne County Medical Society on the 
evening of January 15, following the sessions of the annual 
meeting of the Council of the Society which was held at 
the Hotel Statler, Detroit, Michigan, on that date. These 
papers are here presented as giving a splendid account of 
the present status, actual accomplishments and aims of the 
society at the present time. It is hoped that each member 
will peruse these papers in the quietude of ‘his office or 
home, for they cannot but fail to explain a way for any 
difficulties which any member may entertain as the rela- 
tions of the state and county medical societies to himself. 


tDr. Le Fevre is a graduate of Hahnemann Medical Col- 
lege, Chicago, 1891. He did post-graduate work at the New 
York Post-Graduate School, 1901; New York. Homeopathic 
College (surgery), 1906; University of Edinburgh, 1911. 
He was granted a Fellowship, American College of Sur- 
geons, 1916, and was appointed to Michigan State Board of 
Registration in Medicine by Governor Ferris in 1913. He 
served as president of the Board, 1913-1929. He was a 
member of the Council of the Michigan State Medical 
Society, 1921-1932; president-elect, Michigan State Medical 
Society, 1932 and president, Michigan State Medical Society, 
1933. He served as president of the Muskegon County Med- 
ical Society in 1927. 











mind that they are primarily conducted for 
the benefit of the general practitioner. It is 
he who is the backbone of the society and 
therefore deserves the greater consideration. 
I have no doubt but what such meetings 
will also be beneficial to those who have lim- 
ited themselves in the field of medicine. 
Your society has been particularly coopera- 
tive in helping us to arrange these programs 
and I hasten to assure you that the state or- 
ganization greatly appreciates this assist- 
ance. 

Along the lines of medical economics, 
probably the most important effort of the 
society in the last few years has been the 
work of the Committee on the Survey of 
Medical Services. At the last meeting of 
the state organization, the preliminary re- 
port was presented and is really an excel- 
lent work. The committee asked for more 
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money to complete their work but the soci- 
ety felt that they were unable to appropriate 
funds from the current income sufficient to 
meet these expenses. However, I am 
pleased to announce that a very earnest 
friend of the society has donated sufficient 
money for the committee to carry on. 
There has been no change made in our eco- 
nomic structure this year which was not 
prompted and helped by the results of this 
Survey and I am sure that we all feel great- 
ly indebted to Dr. Marshall and his com- 
mittee for this excellent work. 

During the last few months, every county 
society has been approached by its county 
welfare commission who have asked the 
profession to agree to some system where- 
by the indigents of their community might 
receive more efficient medical care. The of- 
ficers of your state society had many con- 
ferences with the state relief commission 
and the plan which resulted from these con- 
ferences, although not perfect, by any 
means, is the best that could be arranged in 
conformance with the rules laid down by the 
Reconstruction Finance Corporation. I 
think the best feature of the plan is the fact 
that these indigents will now receive their 
medical care from their family physician, 
thus doing away with the faults and abuses 
of the old system of wholesale prescribing. 

We, as a profession, have always been 
willing to contribute more than our share 
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to help the less fortunate members of our 
communities and when one compares the fee 
schedule under which we are expected to 
operate in the indigent relief plan, with the 
scale of prices paid other merchandising or- 
ganizations who are selling materials to re- 
lief commissions, it is obvious that we are 
again doing more than our share. However, 
it is so strange a thing for a doctor to be 
paid even a small fee for the care of indi- 
gents that we all are probably over-elated 
with the plan. We must always keep in mind, 
however, that any plan for the medical care 
of the indigents must remain under our con- 
trol and must continue only during the 
emergency. 

At the last meeting of the state legislature 
a plan was passed which makes it possible 
for afflicted children to be cared for in the 
local hospitals instead of the University 
Hospital. The idea of that law is a noble 
one for a number of reasons, and the chil- 
dren would undoubtedly be better off at home 
where they can be visited more frequently 
by their parents. Furthermore, the money 
raised by taxation for this purpose is spent 
in the community which raised it and this 
is certainly a more just arrangement. But 


- apparently there are a number of errors in 


the writing of the law which we hope will 
be corrected at some future time. Until this 
law is rewritten, controversy over its man- 
agement is bound to occur. 
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RICHARD R. SMITH, M.D., F.A.C:S. 
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The subject assigned to me is “State Institutions.” I am sure you will not think it 
amiss, however, if I confine myself to the University of Michigan Medical School and 
Hospital. In this connection I think I should say first that I am a Regent of the Uni- 
versity, and second, that I have been in private practice in this state for a great many 
years and am conversant with the problems of private practice, which are my problems. 
I am opposed to state medicine as commonly defined, as I am to unwarranted interfer- 
ences with private practice in general. I am thoroughly imbued with the importance of 
the Medical School at Ann Arbor to the 
people of the state and to every practitioner. 
It is, of course, necessary that ihe Medical | S4Y that I do not know whether — have 
School have ample clinical material for too much or too little clinical material to- 
teaching. No school of high rank can con- day. The matter is complex and affects the 
tinue as such without it. Although I have school to its very foundation. We rehire 
given the matter considerable study I must | P@ss lightly on the question or advise arbi- 
— trarily as to the number required for such 
a school as ours. The question, however, is 
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largely academic. I would recall to your 
minds that the University of Michigan Hos- 
pital is doing an important welfare work 
here in the state and that we are obliged by 
law to accept and care for those patients 
sent to us by the Probate Courts and the 
Supervisors of the Poor. The number of 
patients so sent constitutes about three- 
fourths of all we admit there. 

Many of you will recall that I was chair- 
man of a committee appointed by the Mich- 
igan State Medical Society to investigate 
the hospital charities of Michigan a number 
of years ago. The major portion of our 
time and effort was directed to the Univer- 
sity of Michigan Hospital. We spent two 
years in doing this and rendered a Prelimi- 
nary and a Final Report to the House of 
Delegates which was adopted. In the final 
report we recommended two things—first, 
that the so-called “pay patients” that came 
to the University Hospital should receive a 
more careful and thorough inquiry into 
their financial condition, in order that abuses 
might be avoided. We further recommend- 
ed that the small group that paid for hos- 
pital service and also a professional fee 
should be eliminated, “if not at once, at 
least gradually.”’ Those of us who studied 
the whole situation realized that these 
changes could not be made suddenly—that 
it was a process of evolution and not revo- 
lution, and I wondered at the time how 
much would be done in response to our sug- 
gestions. Certain definite changes have oc- 
curred. At the time of our report about 55 
per cent of all the patients admitted into 
the hospital came from the Probate Courts 
or the County Supervisors of the Poor. 
That number has grown to 73% per cent 
according to the records of the last six 
months of 1933, so that today nearly three- 
quarters of all patients come from this 
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group and their admittance is determined 
by law and is beyond our control. In addi- 
tion to this there were at the time of our re- 
port about 30 per cent of the patients that 
came within the two “pay” ’ groups, by 
which is meant that these patients paid for 
hospital care, but no professional fees. Of 
these two groups 19 per cent were accepted 
on investigation and the signing of a so- 
called “affidavit” and have always been 
known as the “affidavit group.” Eleven per 
cent were sent to us by physicians in the 
state. The two groups together constituted 
as stated 30 per cent of the patients admit- 
ted to the hospital. Today these two groups 
have been reduced to about 15 per cent— 
the number admitted through doctors and 
by affidavit being about equal. At the time 
of our report nearly 4 per cent paid in ad- 
dition to the hospital fees a professional fee. 
Today that number has been reduced to a 
little over 2%. These changes show beyond 
question that the University Hospital is 
making a conscientious and serious effort to 
cooperate with the profession. The situation 
in the Medical School and Hospital at Ann 
Arbor is by no means simple. For example, 
it involves the part time and full time ques- 
tion which remains today unsolved. Both of 
these ideas seem to have worked very well 
at Ann Arbor, and the question is not yet 
settled, nor does it promise to be for some 
time. With a smaller appropriation we are 
having plenty of difficulties—our object is 
naturally to maintain the school at its high- 
est possible efficiency, but the facts that I 
have cited to you, and others that I could 
mention if time permitted, show without the 
slightest doubt that the hospital is making 
an earnest endeavor not to interfere unjust- 
ly with the practice of those who are de- 
pendent upon their private practice for a 
living. 
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B. R. CORBUS, M.D. 
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Social consciousness and social perspective have found their greatest development 
among the educated people of America in the last decade. In the vanguard of medical 
groups accepting the responsibilities which necessarily lead from this social consciousness, 
has been the Michigan State Medical Society. That self-interest has been a part of the 
motivating force which has led us into an increased and increasing group of activities 
does not detract from our accomplishments. 


In the ten or a dozen years that I have been on the Council there has been a tremend- 


ous increase in these activities. In earlier 
years doctors gathered together at their 
monthly meetings to discuss interesting 
cases, compare notes and swap stories, and 
once a year got together at a state meeting 
whose program was built along the same 
lines. As a unit of organized medicine, 
either county or state, there was little at- 
tempt to guide public opinion and relatively 
little responsibility felt toward civic or so- 
cial affairs not immediately of concern to 
the individual doctor. 

The first advanced step that the Michigan 
State Medical Society took looked toward 
the education of the public in medical mat- 
ters, and led to the formation of the pres- 
ent Joint Committee on Public Health Edu- 
cation. The next important step looked to- 
ward the improvement of the practice of 
medicine, and the development of a higher 
grade of service to the patient, through 
post-graduate education. Michigan was a 
pioneer among state societies in bringing the 
opportunity for the doctor to brush up 
through sending teachers to his own door- 
step. 

The attitude of aloofness, so largely re- 
sponsible for the lay control and much criti- 
cized policies of the Charity Medical Clinic, 
gave way to a number of energetic pro- 
grams whose objectives would, we hoped, 
bring something of real value to the social 
body while, at the same time, the interests 
of the individual doctor might be more fully 
conserved. Of these I may mention the 
Hospital Survey, and our “Survey of Medi- 
cal Services and Health Agencies.” While 
these, perhaps, are outstanding, there have 
been other activities whose importance must 
not be forgotten. The committee on Indus- 
trial and Civic Relations did a good job, 
arduous and long continued, and now gives 
way to a continuation and an elaboration of 
its work by the Committee on Preventive 
Medicine, and the county committees on 








Public Relations. A very valuable work was 
done by the Committee on Cancer. It is no 
fault of the members of the different legisla- 
tive committees who have labored so hard, 
that they have brought forth so little, but 
that is politics, and I do not for a moment 
doubt that each committee has, by its active 
exertions, forestalled many a vicious legis- 
lative act which would have been passed 
except for their efforts. 


You have asked me to talk on the respon- 
sibilities of the Council, and I have remind- 
ed you of some of the activities of your 
State Society as directed by the House of 
Delegates during the past ten years that you 
may more clearly see that as the House of 
Delegates accepts for the Michigan State 
Medical Society increased responsibility to 
society and to its own members, so is placed 
upon the Council increased responsibility 
for the carrying out of the program. “The 
Council shall be the executive body of the 
Society,” says the constitution. Its members 
elected by the House of Delegates, the 
Council becomes its board of directors, ear- 
nestly desiring and endeavoring to carry out 
the wishes of the House of Delegates as ex- 
pressed at our annual meeting. The indi- 
vidual councilor tries to give expression to 
the views of his immediate constituents, 
tries to bring into the Council meetings the 
attitude of his fellows toward such matters 
of policy as may be brought up. The Coun- 
cil is the watch dog of the treasury, a very 
important activity, for the constitution ex- 
pressly provides that the Council shall ap- 
prove the expenditure of all the funds of the 
Society. That we have been reasonably suc- 
cessful in this function is shown by the fact 
that in spite of the depression, in spite of 
the large amounts of money that we have 
expended for extra activities, we are still a 
going concern with a small reserve. 
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A very difficult problem has been put to 
the Council from time to time as our State 
Society activities have grown. The Coun- 
cil, as I said before, feels bound to carry 
out the desires of the House of Delegates, 
yet the House of Delegates from time to 
time has directed certain activities which 
have caused an expenditure far beyond the 
expectation of those who introduced the 
plan or those who voted for it. I have only 
to mention the loss involved in the publica- 
tion of the “Medical History of Michigan” 
and the cost of the Survey. Now do not mis- 
understand me. I am quite convinced that 
the cost in both instances was justified, but 
it is well that I call your attention to certain 
dangers inherent to any large legislative 
body which meets for a day or two but once 
a year. It is so easy for a resolution or a 
motion to be presented to the House which 
looks plausible on the face of it but which, 
in its effect, may introduce a new policy or 
nullify previous action. It may come out of 
one man’s thought or it may come out of a 
group representing a geographical division. 
The individual delegate often can not see 
the possible result of. the passage of such a 
measure. It seems to me most important 
that proposed measures which may affect 
the policies of the Society or suggest activi- 
ties involving any considerable expenditure 
of money, should be presented to the Coun- 
cil for their consideration, and to the dele- 
gates for their more leisurely study, a rea- 
sonable length of time before the annual 
session. Too often the delegates are asked 
to vote on a most important question with 
little opportunity to use their best judgment. 
Haste, confusion, sometimes even politics, 
all tend to prevent, at times, the proper con- 
sideration of the subject. 


As the activities of the Society increased 
the Council saw fit to form an Executive 
Committee which meets more frequently 
than the monthly meeting designated by the 
by-laws. The House of Delegates never did 
a wiser thing than to place the speaker of 
the House upon this committee. The execu- 
tive committee rarely, if ever, meets alone. 
The president and president-elect are always 
present. There is rarely a meeting that we 
do not invite one or two committee chair- 
men, the discussion of whose problems is 
one of the purposes of the meeting. 


Formal voting in the Executive Commit- 
tee is practically unknown. The consensus 
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of opinion of the majority of those present, 
whether actual members or not, is usually 
adopted, and no action involving a matter 
of large importance or establishing a policy 
is ever final, except in a true emergency, un- 
til a vote of the entire Council is obtained. 


Now the Council does not, at any time, 
direct the activities of committees, whether 
they be appointed by the president, the 
House of Delegates or the Council, but we 
do try to advise with them and endeavor to 
keep our Society activities as coherent as 
possible. There are certain established poli- 
cies which it is necessary that committees 
observe. We try to avoid confusion which 
would ensue if one committee should ex- 
tend its activities into the realm of another. 


The responsibility of the Council is a re- 
sponsibility to the individual doctor as well 
as to the profession as a whole. To only a 
few of the total membership is the oppor- 
tunity given to express their views in the 
House of Delegates, and many of the mem- 
bers are not articulate. For some reason or 
another, in many districts, the forum of 
criticism is the hospital cloak room and not 
the Medical Society. The individual coun- 
cilor tries to keep in touch with the view- 
point of his fellows as he meets them, and 
tries to express, as best he can, their views 
as well as the views expressed by the more 
formal resolution passed by the County 
Medical Society. 


This last year a tremendous amount of 
time has been spent by your Executive Com- 
mittee in the consideration of the relief 
problem. I need not go into that further 
than to say that we have done the best we 
could. Somehow the impression seems to be 
prevalent among some that we have only to 
ask to receive. Of course that is ridiculous. 
We have fought for every inch that we have 
got, and we have gotten, if not as much as 
we had hoped for, yet more than seemed 
probable at the beginning of our negotia- 
tions. 


We agree with the new philosophy which 
conceives of the social order as under obli- 
gation to give its members wholesome con- 
ditions of life and this must include ade- 
quate medical and nursing care. We are do- 
ing our part in the effort to find a solution. 
We know, too, or think we know, that there 
is a tendency to try out first on the doctor, 
certain social theories held by some of those 
now high in administration circles. We 
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would be prepared to face — as such 
situations as may arise. We want a voice 
in the forming of the plan. We want a sys- 
tem which will permit the doctor to practice 
medicine with his heart as well as his head, 
a plan which will not make the doctor a ma- 
chine for profit, with the patient passing 
along the assembly line. 


In concluding I want to quote from the 
foreword of Overstreet’s ““We move in New 
Directions,” which I have just been reading: 


‘6 ‘There’s a hard wind blowing today, 


which helps if you’re going in the right di- 
rection,’ so a farmer friend writes me. The 
sentence might well express what is happen- 
ing in our contemporary life. There is a 
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hard wind of new ideas blowing. It started 
out of somewhere a few decades ago, inno- 
cently enough. Now it has risen to a veri- 
table tornado of new demands, attitudes and 
valuations, and blessed be we if we are go- 
ing in the right direction.”’ 


The officers and Council of the Michigan 
State Medical Society are doing just the best 
they can to steer the craft of medicine safely 
through the troublesome waves of depres- 
sion. It is not an unreasonable optimism 
which suggests that calmer, happier days are 
just ahead. Willingly will we adjust our 
compass to the changing social order if by 
so doing we can feel reasonably certain that 
we are going in the right direction. 





F. C. WARNSHUIS, M.D., Secretary 
GRAND RAPIDS, MICHIGAN 


THE MICHIGAN STATE MEDICAL SOCIETY 
ITS STRENGTH AND WEAKNESSES* 


For the twentieth time it was my privilege to present my annual report as Secretary 







to the Council of your State Society. Another privilege is mine today in being accorded 
the welcome opportunity of appearing before you, the largest component unit, to review 
in somewhat restricted detail that which the State Society has accomplished, what it is 
accomplishing, its strength, its weaknesses, and to give an insight to the stewardship of 


the Council and Officers. 


One hundred and thirteen years ago, in Detroit, the Michigan State Medical Society 


was founded. Throughout the years it has 
functioned honorably, sincerely, faithfully 
and constructively. Its name has remained 
untarnished. No blot is upon its record; no 
misdeeds have ever been charged against it; 
no scandal has ever invaded its ranks. The 
record is such as we may all refer to with 
justifiable pride and for which we shall ever 
be indebted to those to whom the member- 
ship intrusted the guidance of the Society’s 
destiny, honored men who through passing 
vears served you unselfishly. I need not 
mention their names, they come from your 
city and throughout the state, splendid men 
who have lived and died that we might live 
and work inspired by their sound precepts. 


The Constitution and corporate articles 
tersely state the organizational purposes as 
follows: 

“To promote the science and art of Medicine, the 
protection of public health and the betterment of 
the Medical Profession, and to unite with similar 
crganizations in other states to form the federacy 
of the American Medical Association.” 





*Presented before the Wayne County Medical Society, 
January 15, 1934. : 








These purposes may be enlarged upon by 
stating that the ends sought are: One com- 
pact society with a view to the extension of 
Medical knowledge and the advancement of 
Medical Education and to the enactment and 
enforcement of just medical laws, to the 
promotion of friendly intercourse among 
physicians and the fostering of their mate- 
rial interests and to the enlightenment and 
direction of public opinion in regard to the 
great problems of medicine so that the pro- 
fession shall become more capable within it- 
self and more useful to the public in pro- 
longing and adding comfort to life. Such is 
our purpose and objective. 

Organization has become, in medicine, as 
in almost every other department of human 
activity the watchword of achievement. It 
has broken through and broken down all 
barriers. It knows no Chinese walls. Medi- 
cine is a republic in which men have 
wrought shoulder to shoulder, the Jap Kita- 
sato, the Russian Metchnikoff, the German 
Virchow, the Frenchman Pasteur, the Dane 
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Finsen, the Italian Lombroso, the Briton 
Lister, the American Sims. 

The plan whereby the County Society is 
made the unit of organization must com- 
mend itself as both wise and just. The great 
underlying principle of all medical organi- 
zation is to reach the individual doctor. To 
cause him to realize that he has other re- 
sponsibilities than those pertaining to his 
immediate clientele, to broaden his vision, 
to awaken him to the fact that association 
with his fellows will enable him to mold 
public opinion and wield influence in the af- 
fairs of men. Our Medical Societies are 
the great post-graduate schools of the pro- 
fession where knowledge is increased and 
individual character developed. To possess 
vitality the doctor must be organically unit- 
ed with the general body of the profession. 
The local County Society is the unit of 
medical organization. 


The fullest possibilities of medical organ- 
ization will not be realized until the term 
organization stands for the same term as 
organism. The former bears the signifi- 
cance principally of collaboration and co- 
operation; the latter signifies all that, and 
further division of labor, specialization, 
systematization; the former indicates har- 
mony and reciprocity of action; the latter, 
concentration and singleness of aim; the 
former suggests confederation; the ‘latter, 
union and strength. 


Woe worth the day when medical organi- 
zation takes on the guise and form of a 
trust in the bad sense of the word. Outside 
of all question of principle, as mere policy, 
short sighted and fatuous would it be to af- 
ford any ground to the public for suspicion 
that in combating effort we are actuated 
chiefly by mercenary considerations. 


Let well thinking people once become con- 
vinced that we are a selfish, grasping set and 
the organization’s worthiest claims will be 
defeated. True, the pleading voice of the 
sore plagued Lazarus comes to our ears ten 
times more frequently than the call of 
Dives; and the further pity it is, Sir Dives 
does not wish to pay more for his pill than 
the merciful price made to Lazarus. But all 
that goes with life. 


Our science is a jealous mistress and will 
not countenance the giving of time and 
thought to object worship at the altar of 
Mammon. The size of our golden calf shall 
not be made the appraisal of our scientific 
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attainments. The tongue that wags most 
frequently and incessantly about income is 
likely to be as dumb as Yorick’s skull when 
high debate is on. The doctor who pores 
over his ledger will pore least over his medi- 
cal journals. Take care of your science and 
your science will take care of you. 


The promulgation, by medical men, of the 
knowledge so requisite to the welfare of 
mankind individually and as a whole, can- 
not be most thoroughly and effectively ac- 
complished by separate effort. It is in this 
direction that organic cooperation finds its 
highest function. Not merely or chiefly for 
purposes of professional aggrandizement 
should organization be promoted—were that 
the only end proposed or discernible, well 
might we in silent procession take our de- 
parture from the proud temple of medicine, 
pausing to inscribe over its portals, ‘““There 
is no hope. There is no glory.”” But not so! 
Our spirit, our purpose and all our tradi- 
tions repudiate everything that is so para- 
mountly narrow and selfish. 


The common answer received from the 
uninformed, inconsiderate doctor when asked 
why he is not a member is: “I can’t see 
whereby membership would benefit me.” 
He cannot see because he has failed to an- 
alyze his position and relationship in the 
medical world. I propose to point out some 
of the outstanding benefits of affiliation with 
the County Medical Society. 


BENEFITS OF MEDICAL SOCIETY MEMBERSHIP 


The Medico-Legal Committee handles 
and defends through last courts if necessary 
malpractice suits against members. The 
Michigan State Medical Society is, however, 
not an insurance company and therefore not 
in a position to pay judgments in the event 
of an adverse verdict. One year’s service 
of protection is equivalent to a lifetime of 
dues paid to the County and State Medical 
Society. 

Among the benefits derived from mem- 
bership are: (1) THE JOURNAL OF THE 
MiIcHIGAN .STATE MEDICAL SOCIETY is 
your house organ. In addition to scientific 
articles, the Journal reports all the activi- 
ties of Officers, Committees, Council, An- 
nual Meeting, County units and informs the 
members as to what is being done for each. 
Read it faithfully. (2) The Joint Commit- 
tee sends speakers to lay organizations and 
to High Schools who enlighten the public 
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upon the findings of scientific medicine. 
(3) The Radio Committee provides educa- 
tional talks weekly over six states’ broad- 
casting stations. In these talks unscientific 
propaganda is shown up. (4) A Committee 
on Economics has conducted a state survey 
and is now studying vital questions. It has 
accomplished just recognition to the profes- 
sion and has succeeded in a measure in elim- 
inating imposition. It has aroused nation- 
wide attention and is bringing about re- 
vampment of lay programs to the better in- 
terests of health and the physicians rela- 
tionship. (5) Post-Graduate opportunities 
are provided yearly in Detroit and Ann Ar- 
bor in the way of special intensive courses, 
clinics and Councilor District Conferences. 
(6) Regarding Preventive Medicine through 
the state and counties the Wayne plan is 
being promoted so as to return to the doc- 
tors’ offices preventive health measures, thus 
causing abandonment of free public health 
clinics. (7) By committee activity and 
study this problem of maternal welfare is 
being dealt with and preventive measures 
are being brought under medical supervision 
and direction where it belongs. (8) State 
influences are contributed to the American 
Medical Association whereby the American 
Medical Association is enabled to obtain an 
equitable policy in Veterans’ care and in all 
other congressional medical and health leg- 
islation. (9) State Legislation representa- 
tion for imparting facts related to medical 
legislation. Many conferences. Defeat of 
untoward legislation. Education of legisla- 
tors and legislative contacts through all hon- 
orable channels. (10) Foundations advi- 
sory representatives maintaining contact 
with foundations and funds. Consultations 
and recommendations as to medical policies. 
(11) Three ex-officio members are on this 
crippled children’s commission advising and 
recommending medical policies. (12) 
Monthly confidential bulletins are mailed to 
County Society Officers informing them 
upon various movements and proposals re- 
lated to health and medical practice and sug- 
gesting local society activity to enhance 
medical interests. (13) There are commit- 
tees on Cancer, Useful Drugs, Industrial 
Relations, Auxiliary and Special Commit- 
tees all active in promoting professional in- 
terests and sustaining professional rights as 
well as defeating impositions. (14) The 


MICHIGAN STATE MEDICAL SOCIETY—WARNSHUIS 









127 





Executive Committee meets monthly where 
it directs organizational policies and super- 
vises activities. It initiates representation, 
controls administration work and acts when 
speed is imperative. (15) The Council 
meets twice a year. It supplements the ac- 
tions of the House of Delegates and con- 
trols expenditures. It promotes county so- 
ciety activity and advances organizational 
purposes and policies. Eighteen members 
from designated districts giving statewide 
representation. (16) The Scientific Com- 
mittee is composed of Section Officers. It 
determines features of scientific program 
for annual meeting and provides recognized 
national speakers for annual meeting for 
members’ Education Enlightenment. (17) 
A. M. A. \Delegates are five state society 
representatives in A. M. A. The House of 
Delegates creates policies and activities that 
are of direct benefit to every individual doc- 
tor in every community. (18) The Annual 
Meeting consists of a scientific program and 
exhibits. House of Delegates composed of 
delegates from county societies who are your 
personal representatives who direct and 
control your State Society and who speak 
for you in this centralized forum and direct 
your officers. (19) Minimum Program for 
County Societies. (a) Ten meetings a year, 
(b) Physical examination of members. (c) 
Three dinner meetings. (d) Picnic or golf 
outing. (e) One meeting with dentists and 
attorneys. (f) A scientific team for pro- 
gram for another county. (g) Sponsorship 
of five lay meetings. (20) Information Bu- 
reau is also a function of the Secretary’s 
office. Information is supplied to members 
and to the public. An average of 75 inqui- 
ries answered each month, 1,000a year. Nu- 
merous inquiries are also answered each 
week by the Editor from his office. (21) 
The Annual Conference of County Secre- 
taries is held each year with the Council. 
This enables local secretaries to become in- 
formed as to policies and activities, and fa- 
vors increased county activities. 


My regret is that it is impossible to pre- 
sent to you the specific features and ap- 
praisal of their value to a member of each 
one of these activities. May I not encour- 
age each of you to determine these facts for 
yourselves by devoting time to the study of 
the achievements of the Wayne County So- 
ciety and the State Society? 








WEAKNESSES 
These I shall tersely summarize as: 


1. Remaining Uninformed: It is quite 
disheartening to witness the number of 
members who are uninformed—some whol- 
ly so— as to the activities and achieve- 
ments of their County and State Society. 
There is no excuse for it. The uninformed 
has failed to attend his local and state 
meetings, he has withheld participation, he 
has declined committee service, he does not 
read his Bulletin, the State Journal, and 
he ignores the reports of committees, the 
House of Delegates and of your officers and 
Council. There are too many heads buried 
in the sands. The doctor who states he re- 
ceives no returns for his dues, that he re- 
ceives no benefit is a doctor uninformed or 
else incapable of deduction. Your county 
officers can, if he will but make an effort to 
consult them and read their reports and 
those of local and state committees, speedily 
disabuse his mind and demonstrate the 
groundlessness of his assertion. 

2. Withholding Cooperation. An hour 
might well be spent in a discussion of this 
weakness. The let “George Do It’ spirit 
has been the greatest obstacle in organiza- 
tional progress. It has defeated many a 
movement and representation advanced in 
your personal behalf. 

3. Hyper-criticism: During twenty 
years I cannot recall an officer or commit- 
tee member who failed to make a serious, 
honest, faithful endeavor to fulfill the du- 
ties of his office. They have, without ex- 
ception, contributed of self, time and often 
money in their efforts to advance organiza- 
tional objectives. They sought not for self 
but for the good of all. And in spite of all 
that they did and gave, many have been sub- 
jected to unjust criticism, they have been 
heckled and been accused of selfish motives 
by individual members or by a small group 
wholly uninformed and in no position to 
pass judgment. Errors have been made, yes 
we all make them, but errors were never of 
intent or purpose and never inspired. Con- 
structive criticism is helpful and to be en- 
couraged. Harping criticism founded on 
baseless facts cannot be condemned suff- 
ciently. The “knocker” has no rights for 
knocking alone. 


DUES 


I am at this point impelled to make a 
brief statement regarding county and state 
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dues. Comparative figures can be presented 
as to the benefits derived from dues paid to 
your medical society and those which you 
pay to your club, lodge, church, or similar 
lay associations. When these figures are 
audited I will guarantee to demonstrate that 
for benefits received your medical society 
dues are the smallest in amount. 


You pay 2.7 cents per day for your state 
dues and 4.1 cents per day for your county 
dues—a total of 6.8 cents per day! Or if 
you attended your county meeting as you 
do your church, lodge or golf club every 
week and the collection plate were passed 
you drop in 47.6 cents—with the other 
“set-ups” free. 

These three—uninformed, lack of coop- 
eration and unwarranted criticisms—consti- 
tute the three forces that are destructive to 
organizational progress and achievement. 


For a score of years, those who have inti- 
mately associated themselves with executive 
and administrative details have disseminated 
facts concerned with the trend of medical 
practice. Through these years much has 
been spoken and written on these subjects. 
A large group of doctors—far too large— 
feeling secure and content in the prosperous 
days of practice rarely paused for reflection 
and equally indifferent gave little or no heed 
to their professional future or to the un- 
toward forces that were steadily encroach- 
ing upon the field of medicine. 


Then, over night, “State Medicine” be- 
came a mouthword, created some alarm 
and aroused a few. Came prosperous in- 
flated days with its wave of unconcern, self- 
ish quest and then the “crash.” The public 
and profession found themselves confronted 
with the need of readjustments and “Eco- 
nomics” became the new mouthword. 


With it were born Committees, Investiga- 
tions, Analysts, Proponents and Advisors. 
Policies and programs were advanced, some 
good, others wholly fatuous and worthless. 
A stunned, groping people were casting 
about for ways of readjustment. The call 
was for leadership but support was wanting. 


‘So, for three or four years we swayed to 


and fro from this and that position. Final- 
ly, it gradually dawned on increasing num- 
bers that unity and concentration of effort 
were imperative in order to bring about 
stabilization that would usher in an era of 
returning stability. That conviction, as yet, 
has not been implanted in the minds of a 
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sufficiently large enough majority of peo- 
ple—hence, the slow progress of the day. 

The pressing need is to recognize that 
governments exist to be supported by the 
people and not to support the people. Our 
perniciously acquired habit of endeavoring 
to “thumb” all we can from government is 
fundamentally unsound. The same principle 
applies to organized effort. The basic prin- 
ciple is “to give’ not “get.” 

We have all been on a debauch into the 
morass of luxury and spending. We sought 
and demanded all things but were totally 
unable to produce so as to pay and conse- 
quently we resorted to the “Gimmes.” 
Nothing but bankruptcy could result when 
the agency went bankrupt from which we 
asked when we ceased to contribute. So we 
came to the crossroad. Where shall we go 
and under what conditions? 


SURVEY 


Every sustained program must be founded 
upon facts and existing conditions. With- 
out that knowledge ultimate failure will en- 
sue. During the past few years we have 
had a deluge of alleged facts. The vast 
majority of them were concerned with gen- 
eralities and not adaptable to local or re- 
gional application. In many details there 
was palpable unreliability. In vain did we 
seek essential details that would serve as a 
guide to the solution of our Michigan prob- 
lem. When it became apparent that Mich- 
igan and Michigan’s profession must solve 
its own problems, steps were taken to secure 
basic information of actual conditions. Our 
Committee on Survey of State Medical 
Services and Health Agencies was created. 
Its work began in 1931 and its first report 
was released June 1, 1933, after an expendi- 
ture of some $14,000. This report dis- 
closed the fundamental facts and data so 
necessary for the formation of constructive 
and applied policies that will eventually 
solve the problem of adequate medical care 
and professional independence. 

The report clearly demonstrates: 

1. Incomes for a certain percentage of 
people are inadequate to defray the ex- 
pense of illness. 

2. That providing medical care is a joint 
community responsibility. 

3. The demand that doctors provide free 

medical services places an unjust bur- 

den upon doctors. A burden that must 
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be assumed as a joint community re- 
sponsibility. 
4. That preventive medicine should be 
practiced by the profession and not by 
health agencies. ; 
That subvention may be the only solu- 
tion for the providing of medical care 
in certain localities. The report further 
discloses data related to other factors 
involved in medical practice. 


Income of physicians, distribution of phy- 
sicians, cancer, tuberculosis, clinic and hos- 
pitals, and similar related problems are pre- 
sented as they involve the avenues of health 
and practice, and sound conclusions are 
based on actual findings. 

The proficiency of the medical profession, 
maintenance of proficiency and types of 
services are discussed in the survey investi- 
gation. 

The survey report imparts a true picture 
of existing conditions and from that basis 
and upon those facts a foundation is laid 
upon which the future medical practice and 
policies should be built so as to endure as 
well as to be adequate. 

Having briefly enumerated the — 
and possessed as we are now with a de- 
pendable inventory, we can direct our 
thoughts and energies towards applying 
economic principles. 


wt. 


APPLIED ECONOMICS 


There are several general principles re- 
quiring observation ere achieving principles 
of application can be promoted to successful 
conclusion. 

Foremost is the development of a co- 
operative sustaining attitude of contribution 
of service on the part of our members. They 
must be educated to realize that the first 
great requisite is the subscribing of self and 
personal service to the activities of the 
County and State Society. Dividends will 
accrue in direct ratio to the contribution 
that members make. Service on commit- 
tees, service in observing principles and 
policies, service in establishing the requisite 
public support. As you give so will you 
benefit. A universal abandonment of the 
attitude of “what do I get” for one of “what 
can I give in order that I may get,” this 
must be the first readjustment and enlist- 
ment. 

Following that comes loyalty to your 
County Society by exhibiting an intense sus- 
tained interest in its meetings and bending 
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every effort to institute and develop a 
county program for the advancement of the 
recommendations made by the Survey Com- 
mittee as related to practice, indigent care, 
preventive medicine and public health. Uni- 
versal support, without exceptions, must 
come from every member and every doctor 
should be a member. 


The third essential is individual pro- 
ficiency and ability. Abreastness to modern 
principles and methods of practice, main- 
tained by means of planned study and clin- 
ical work during a portion of each year, 
must be made a standard that is to be met 
by every doctor. 


An occasional attendance at your county 
meeting, a brief visit to some hospital or 
clinic, a few days at some questionable na- 
tional meeting, cursory medical reading— 
these do not constitute sustained post-grad- 
uate study. Realizing this to be true, your 
State Society in close cooperation with the 
department of Post-Graduate Medicine of 
our University, has provided study opportu- 
nities, unexcelled elsewhere, at your very 
doors. A well thought out program for 
study opportunity and clinical experience is 
existent and is being enlarged. The excuse 
of time and expense can no longer be ad- 
vanced for failing to pursue post-graduate 
study. 

These opportunities should be eagerly em- 
braced by every doctor. The deplorable 
fact is apparent that the doctor who has 
the greatest need for renewed instructions 
is the one who fails to pursue study oppor- 
tunities and it is he who complains most 
bitterly that he can scarcely exist on his 
practice. Little does he realize that his lack 
of proficiency, his ignorance of modern 
methods and their application, has caused 
his former patients to consult his confrére 
who has remained abreast of medical prog- 
ress. It is this class of physicians who cause 
the public to criticize the profession as a 
whole. That man must be caused to extend 
himself. 


And this brings me to the discussion of 
whether or not the time is at hand when 
we should broaden the requirements to be 
met to secure and maintain society member- 
ship. Should the present qualification re- 
quirements of graduation and license be in- 
creased so as to include a certain amount of 
post-graduate work each year? 


A world upheaval is manifesting itself. 


Jour. M.S.M.S. 


As a profession we have been drawn, in 
company with all other groups, in a mael- 
strom of social and commercial confusion. 
It is little to be wondered that there has 
been much discussion of various forms of 
controlled medicine that seeks to bring about 
a new relationship between physician and 
patient. It is a fermenting process, effer- 
vescent in nature, that may momentarily 
arrest progress, divert our purpose and 
cause apprehension. 


My greatest concern lies in the physician 
of today and his followers of tomorrow. 
Concern as to how they are going to meas- 
ure up to the new state of affairs that is to 
be, how they are going to acquit themselves 
of their new responsibilities and concerning 
the ideals they will erect to govern and in- 
spire them. More exacting qualifications 
for the physician are apparently requisite to 
conserve our present position, acquire re- 
newed public confidence and establish a 
leadership in our state in all matters per- 
taining to the health and physical welfare of 
the people. Therein lies our future economic 
stability, the future of medical science, prac- 
tice, hopes and aims. While wearing the 
mantle of science we cannot worship in the 
temple of gold. The caduceus cannot be cast 
aside and in its stead we permit the money 
pots of Midas to become the emblem of the 
profession. 


When we, as a profession, continuously 
maintain a standard of proficiency and ren- 
der proficient service our continued inde- 
pendence will be insured and our economic 
problems will be solved in great part. For 
the individual physician that is the first 
principle in applied medical economics. It 
is the first objective of our County Society. 


With the acceptance of the principles of 
loyalty through membership, and individual 
proficiency and their continuous observance 
we shall stand before the public in a com- 
manding position that will enable us to in- 
stitute procedures that will bring about sat- 
isfactory adjustment and a solution of those 
other fundamentals that are set forth in the 
Survey Report. . 


There are some who will say these are 
ideals but unattainable. Those individuals 
are the ones who shackle our power and ob- 
struct our progress. The more prompt that 
we are in increasing membership qualifica- 
tions and the sooner we cause the public to 
perceive that membership affiliation is a de- 








|- 


S 
)f 
it 


r— 


d 


iC 
c- 
he 
he 
ist 
ey 
he 


ual 


se 
the 


are 
als 
ob- 
hat 
ca- 
to 


de- 








Marcu, 1934 


pendable guide in determining individual 
proficiency when selecting a family or per- 
sonal physician, then and not till then will 
we free our ranks of the disgruntled—non- 
proficient doctor, for bereft of county mem- 
bership that individual will lose community 
confidence and a waning practice will be 
‘iis. 

Economics is the science that deals with 
the material means of satisfying human de- 
sires. The health desires of the public will 
be satisfied when we of the profession re- 
flect the material means of cooperative 
loyalty and individual proficiency. That 
then will be medical economics applied. 

As we look to the future we must be con- 
tinuously mindful that we must deal col- 
lectively with the exploitation of medicine. 
The safety of the public in matters of life 
and health rests upon the initiative of our 
profession. The preservation of all that is 
best in the traditions of our profession, of 
all that has been produced in the develop- 
ment of the science of medicine, can be ac- 
complished only in a closed union of our 
individual interest. The lone straggler, the 
self-sufficient, are without power. 

“Tt must not be forgotten that medical or- 
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ganization has been and will continue to be 
the most powerful influence in the protec- 
tion and maintenance of the personal inter- 
ests of the individual physician. The fact 
should not be lost sight of that medical or- 
ganization has consistently demanded that 
the economic security of the individual prac- 
titioner be insured along with the welfare 
of the public at large in any new form of 
medical practice which may be evolved.”’ 


Through the maintenance of strong med- 
ical organization, the medical profession will 
have reasonable assurance that its economic 
security will be protected and safeguarded. 
Much depends on how the profession will 
act. Only by united action can we hope to 
weather the storm and preserve those 
proven principles which we know to be best 
for the public and the physician. 


It is toward those ends, Mr. President, 
that your State Society is directing its 
thought, energy and action. Who is there 
that will assert that he has no personal in- 
terest, no need for participation or codpera- 
tion and prefers to hold himself aloof from 
those who constitute the county and state 
Society? 





CARDIOVASCULAR SYPHILIS* 





JOHN L. CHESTER, M.D, F.A.C.P.+ 
DETROIT, MICHIGAN 


The invasion of the cardiovascular system by the micro-organisms of syphilis may 
be considered a later development of the disease, the end-result of the infection. Although 
the association of aortic aneurysm with syphilis has long been known to medicine (the rela- 
tionship is believed to have been recognized by the famous anatomists of ancient Padua), 
it was not until the dawn of the present century, when the organism of the disease, the 
treponema pallidum, was definitely identified, that the true nature of the disease process 
and our knowledge of same, as applying to the cardiovascular system, were on any- 


thing like a sound foundation. Even at 
this late date, the effects of the infection are 
only gradually being appreciated at their 
true value. 

The sex incidence leans overwhelmingly 
to males. Some authorities put the propor- 
tion as men outnumbering women, four to 
one, while others allege a ratio as high as 





*Read before the St. Clair County Medical Society. 


+Dr. Chester is Attending Physician-in-Chief of the Medi- 
cal Department of Providence Hospital, Detroit; Attending 
hysician, Cardiovascular Diseases of Wm. J. Seymour Hos- 
ital; Head of Department of Internal Medicine, Redford 
ranch, City of Detroit Receiving Hospital. 








six to one. It is considered that laborious 
occupations predispose to the disease. 
Before proceeding to discuss cardiovas- 
cular syphilis and its treatment, it might 
be well briefly to review syphilis as a dis- 
ease entity, and its progression to final 
denouement—involvement of the circula- 
tion. The species name, treponema palli- 
dum, was first given to the infecting micro- 
organism by Schaudinn, one of its discover- 
ers, since when the term, spirocheta palli- 
dum, has been read into the international 
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language of syphilology by the adherence of 
Hoffman (another of the discoverers), and 
Metchnikoff, ‘and by the sanction of usage. 


The infection takes place through the 
entry of the spirochetes at any point on the 
body which comes in contact with the living 
organism, or they may be transmitted in 
utero from an infected mother. A _ local 
lesion is usually the first sign of infection, 
but before this has developed to the point 
where it can be identified, and the appro- 
priate label of disease affixed, the spirochetes 
will have spread to and multiplied rapidly 
in other parts of the body, invariably pro- 
ducing other lesions, particularly in the skin 
and on the mucous membranes. 


Following this general infiltration, the 
lesions tend to heal and the spirochetes to 
diminish in numbers. They may even be 
entirely destroyed or die off at this period, 
although in the great majority of cases, 
some of them, at least, remain alive in some 
part of the body, alive but quiescent, and 
causing no symptoms over a term of years. 
There then comes another active period, 
when these micro-organisms again multiply 
and spread throughout the body, with possi- 
bilities of causing any one or more of the 
following: brain lesions; atrophy of the 
optic or auditory nerves; destruction of 
bone and cartilage. It is at this juncture 
that syphilitic infection usually becomes ap- 
parent in the heart and circulation, although 
invasion by the spirochetes may have taken 
place before or during the so-called second- 
ary stage. The acute lesions are usually 
distinctive, but the chronic disease can only 
be recognized by other syphilitic stigmata. 


The spirochete pallida of syphilis can pro- 
duce such a variety of lesions in the cardio- 
vascular system that a generalization of the 
possible clinical picture is somewhat diffi- 
cult. Necropsy findings provide the best 
and most illustrative method of study. 
Syphilis may attack the aorta, the cardiac 
valves, the coronary arteries, the auriculo- 
ventricular junctional tissues, and the peri- 
cardium. It may induce chronic interstitial 
myocarditis by causing chronic arteritis of 
the coronary arteries, or by means of gum- 
matous deposits. In popular opinion no 
other organ is so frequently injured by the 
micro-organisms of the disease as the aorta. 
Louis Potheau of Paris emphatically de- 
clares that in every case of aortitis, syphilis 
should be expected, and just as one should 
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think of syphilis in a case of aortitis, so one 
should think of aortitis in every syphilitic 
subject. The late Dr. Warthin, who has 
made a major contribution to the pathology 
of the disease, and at the same time injected 
an atmosphere of acrimonious dicussion, be- 
lieves that the heart of every syphilitic is 
involved in the infection. He has consis- 
tently found the germs in the heart muscle, 
having in 1907 and again in 1909 made his 
original reports on syphilis of the heart with 
demonstration of the spirochetes in a variety 
of myocardial lesions. In 1895, long before 
the parasite was known, Virchow detected 
syphilis of the myocardium and diagnosed it 
as a syphilitic interstitial myocarditis pa- 
thologically, which fact should not be lost 
sight of by those who now doubt Warthin’s 
pronouncements. 


Harlow Brooks takes up the cudgels on 
behalf of the myocardial theory so ably ad- 
vanced by Virchow and Warthin. In an 
address in 1925 before the Inter-State Post 
Graduate Assembly of North America, he 
said: ‘“Text-books but a few years old still 
state that syphilis of the heart muscle is 
rare and they largely consider the subject 
as unimportant. Too much weight rela- 
tively has been put on the occurrence of 
syphilis of the aorta, and still the idea per- 
sists in the minds of many that syphilis of 
the heart refers to a specific aortitis. It is 
quite certain that nearly all cases of syphilis 
of the aorta which come to section show 
definite and unmistakable syphilitic lesions 
of the heart muscle or endocardium also, 
and when one undertakes an analysis of the 
symptoms manifested in the greater number 
of cases, it will be found that the muscle 
and valve lesions are by far the more pro- 
ductive of symptoms and signs.” 

Be the arguments for or against the 
prevalence of syphilitic lesions in the muscle 
what they may, it must, however, be ac- 
cepted as axiomatic that every case of early 
syphilis has the potentiality of becoming a 
case of cardiovascular disease. The infec- 
tion may involve the cardiac area before or 
during the secondary stage, but statistics 
from world-wide sources indicate that from 
16 to 20 years ordinarily elapse between the 
primary lesion and the appearance of defi- 
nite symptoms of circulatory infection or 
impairment. It is a matter of record that 


the majority of cases of acquired syphiltic 
heart disease first come to the attention of 
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physicians when the patients are in their 
- prime—around the 35th to the 40th years— 
when they are, or should be, in the process 
of attaining permanent business or profes- 
sional success, although definite physical 
signs have been encountered within the first 


six months. Reid records a case with 
enough signs for positive diagnosis three 
months after infection. 


Can then the date of the acquisition of the 
primary lesion in the average case be traced 
back to a period between the 20th and the 
25th year? In the aggregate, I think it can, 
even without definite information from the 
patient, who, in many cases, has either for- 
gotten the obscure beginnings of the infec- 
tion, or out of a mistaken sense of delicacy 
withholds the facts. Brooks declares that 
the average case of syphilis of the heart 
which has come to his service has become 
clinically apparent at a period of about 
twenty years after the initial chancre. In 
most instances his patients have previously 
received some treatment, sufficient perhaps 
to relieve the disfigurements consequent to 
the disease, such as ulcerations, tertiary 
skin rashes, alopecia, and the like. In such 
instances, as a rule, the cardiac involvement 
once inaugurated proceeded on with very 
little stop or hindrance until vigorous spe- 
cific treatment was enforced. In a very con- 
siderable percentage of Dr. Brooks’ cases 
as they had come to him, the idea that the 
existing cardiac condition might have been 
due to a basic syphilis had been ignored by 
many physicians. 


J. H. Stokes thinks that little cardiovas- 
cular disease can be, or is, recognized in the 
first ten years after the primary exposure 
to and acquisition of syphilis. He believes 
that 45 per cent of the cases presented for 
diagnosis or treatment can be definitely rec- 
ognized during the second decade, while 3 
per cent is recognized in the third decade. 
There remain, then, a great number of ob- 
vious heart cases of undetermined origin, 
many of which will undoubtedly receive the 
proper label of disease later on when faulty 
diagnosis has been corrected or symptoms 
become more pronounced. According to 
Sir Clifford Albutt, congenital cases are not 
infrequent from the fifteenth to twenty-fifth 
year, while they are common in syphilitic 
infants. 


Syphilitic infection of the aorta may oc- 
cur with or without involvement of the 
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aortic valves or coronary arteries. It fre- 
quently happens without the development of 
an aneurysm. It is in the vasa vasorum, 
the small nutrient arteries and veins of the 
outer coat or adventitia of the aorta, then 
in the media of the ascending portion of the 
arch that the primary infective process 
usually begins, which process is usually 
rapidly progressive after the appearance of 
definite signs. Next in frequency the trans- 
verse and descending portions are involved, 
then in turn the semi-lunar valves may be 
attacked, with resultant aortic insufficiency. 
When the wall of the aorta gives way, you 
have, in fact, an aneurysm. All these mani- 
festations, with coronary artery disease, are 
complications of-simple syphilitic aortitis, 
the whole eventually being accompanied by 
syphilitic myocarditis. 

Inflammatory disease of the aorta, espe- 
cially of the arch, with a thickening and 
stretching of the walls, and a tendency to 
extend to the aortic valve, has had clinical 
recognition for more than a century. It is 
but a scant sixty years since syphilis has 
been associated with such conditions, and 
that only since the English physician, 
Francis H. Welch, published his notable 
work in 1875. The demonstration of 
spirochetes in aortic lesions during the cur- 
rent century has thrown fresh and conclu- 
sive light on the frequency of syphilis as a 
cause. 


In the consideration of diagnosis, the fol- 
lowing points, among others, must be taken 
account of: age, previous history, history of 
present illness, subjective symptoms, the re- 
sults of physical and instrumental examina- 
tion, the Wassermann reaction, the presence 
or otherwise of syphilitic stigmata, and the 
course of the disease. The most prominent 
symptom is pain, which may range from a 
tightening or burning sensation about the 
upper sternum to the exquisite agony of 
angina pectoris. Such pains may be inter- 
mittent and the result of exertion, or they 
may be continuous, with radiation to the 
neck, shoulder, and down the arm and ulnar 
part of the forearm and hand. There may 
also be shortness of breath, rapid heart ac- 
tion, cough and weakness. Frequently there 
is dyspnea, sometimes abnormal pulsations 
in the suprasternal notch, pulsations in the 
right subclavian artery above the clavicle, 
with dullness in the first and second inter- 
spaces to the right of the sternum. Addi- 
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tional physical signs may consist of an ac- 
centuated second sound with a systolic mur- 
mur at the aortic area. 


The objective signs are often hard to de- 
termine and unless the symptoms are suff- 
ciently marked to command attention, they 
are liable to be overlooked. It would be 
good practice, I think, in all doubtful cases 
of heart disease coming for diagnosis, first 
to rule out a history or signs of rheumatic 
fever, then to inquire into the history of 
possible luetic infection. 


Aortic insufficiency is a frequent compli- 
cation of syphilitic aortitis, probably the 
most usual accompaniment of the disease. 
As has been said before, it results from the 
extension of the infection to the semilunar 
valves. When established, left ventricular 
hypertrophy soon becomes evident, whereas 
it is seldom that heart enlargement occurs 
in simple syphilitic aortitis. The physical 
signs of aortic insufficiency are a soft di- 
astolic murmur, more often heard along the 
left border of the sternum than in the sec- 
ond right interspace, a systolic murmur at 
the aortic area, and sometimes the classic 
Flint murmur at the apex. Throbbing of the 
carotids is invariably manifest, and in more 
advanced cases, pulsations in the supraster- 
nal notch can be seen and felt. Also, there 
is usually a pistol-shot sound in all the 
larger peripheral vessels. The characteris- 
tic aortic facies may also be noted—sunken 
cheeks, pale and bluish sclerz, and a pale 
and sallow complexion. On occasions there 
is a Corrigan pulse. 


Aortic stenosis, as exemplified by a nar- 
rowing of the ring or orifice, hardly ever de- 
velops as a sequence of leutic infection, 
while syphilitic changes of the mitral and 
tricuspid valves are apparently unknown. 


An aneurysm is a dilated artery. If a 
liberal interpretation of medical history be 
permitted, it seems that the renowned Galen 
described a traumatic aneurysm, but be that 
fact as it may, my discourse is on another 
type of aneurysm—syphilitic aneurysm of 
the aorta. Speaking broadly, an aneurysm 
is a sac due to the dilatation of the wall of 
an artery and which is filled with blood, a 
pulsating tumor, as it were. Osler de- 
scribed it as a blood-containing tumor whose 
walls are formed by the walls of a blood 
vessel, and whose cavity is in direct connec- 
tion with the blood vessel from which it 
arises. 
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The development of aneurysm of the 
aorta from syphilitic infection can be traced 
from a review of the pathology of the 
lesions in the aorta itself. In the wall, and 
particularly in the ascending and transverse 
arch, the spirochetes cause microscopic peri- 
vascular round-cell infiltration usually com- 
mencing, as before mentioned, either in the 
adventitia or media above the aortic cusps. 
In the gross, the lesions consist of aggrega- 
tions of yellow, round and oblong depres- 
sions, with definite margins, which are at 
times elevated. Frequently there are coin- 
cident atheromatous patches. These lesions 
tend to spread, affecting the external and 
middle coats and the intima. The fibres be- 
come broken and separate; there is a less- 
ened resistance of the vessel walls, a loss of 
elasticity, and end-result of fibroid degen- 
eration. By such mechanism an aortic dila- 
tation ensues, and when the resistance of the 
aortic wall gives way entirely over a cir- 
cumscribed area, the sac: or aneurysm de- 
velops. It may occur in any part of the 
aorta and be of any size, sometimes filling 
one side of the chest, or half the abdomen. 
In some cases there is more than one 
aneurysm. Sometimes there can be seen 
that huge pulsating bulging of the chest, in- 
volving the adjacent structures by pressure, 
and the skin thin and discolored, as if the 
mass would burst outwardly. Again, the 
size may be as small as a marble, and to out- 
ward appearance non-existent. 


The symptoms are likely to vary accord- 
ing to the site and size of the aneurysm. 
In some cases, and particularly in those 
where the aneurysm is small and situated at 
or immediately above the aortic sinuses, 
symptoms and signs are often absent. The 
vast majority of cases, however, present 
definite symptomatology. Pain is usually 
the most frequent and earliest evidence, and 
most commonly it is of a constant, gnawing 
character. It may also simulate anginal 
pain, while hyperalgesia can often be 
elicited over the area in which the pain is 
seated. The aneurysmal pulsation in the 
thorax and sometimes in the suprasternal 
notch, or in the side of the neck, is generally 
an outstanding symptom. No outstanding 
facies is usually seen, unless the aneurysm 
is associated with anemia or aortic incom- 
petence of a severe degree, when pallor be- 
comes pronounced. 


The apex impulse is seldom displaced, un- 
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less the heart is enlarged from some co- 
existent valvular disease, although it may 
be felt at an abnormal site when the 
aneurysm is big enough to displace the heart 


itself. Above the level of the third rib the 
heaving impulse, systolic in time, so charac- 
teristic of aneurysm, is usually felt, while if 
it be substernal, the pulsation is often very 
pronounced, even more forcible than that of 
the heart. The area of dullness of an 
aneurysm of the aorta is seldom a true in- 
dication of the size of the aneurysm, as most 
often only a portion of it is in contact with 
or near the chest wall. Radioscopy or 
autopsy invariably disclose it to be much 
larger than would have been suspected from 
the area of dullness on percussion. 


The second sound is usually heard well, 
being most often of a loudly accentuated 
and ringing character. A systolic murmur 
is not common, and a diastolic murmur even 
less so. Dyspnea, sometimes paroxysmal, 
is a feature of very large aneurysms, while 
cough is a later symptom than the pain. A 
tracheal tug may be observed when the 
aneurysm becomes adherent to the trachea, 
or to the left bronchus. The course varies 
greatly: the aneurysm usually enlarges 
slowly and the patient may suffer for many 
years before death ensues. Although the 
fatal termination can come from the final 
rupture with hemorrhage into the pericar- 
dial sac, the chest wall, trachea, esophagus, 
etc., it is due in the majority of cases to 
cardiac failure. Rupture on the surface of 
the chest wall is a very rare occurrence. 
The diagnosis is tremendously facilitated by 
radiographic examination. In many cases 
it is absolutely essential, especially when 
there is no pulsation of the thoracic wall. 


Until very recently little attention was 
paid to disease of the coronary arteries, as 
beyond providing autopsy findings, they ex- 
cited comparatively little clinical interest. 
Now, however, in the light of that newer 
conception of cardiology, the situation is 
changed. - Being branches of the aorta, the 
blood they carry returns to the heart by way 
of the coronary veins and sinuses, and such 
being so, such local diseases as sclerosis 
(coronary endarteritis), thrombosis and 
embolism, menace comfort in living, and 
even life itself. 


The literature lacks unanimity on the im- 
portance of syphilis as an etiologic factor, 
under ordinary circumstances, in coronary 
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occlusion or thrombosis. A few writers at- 
tribute to the disease a significant role, while 
others deny it a prominent place as a source 
of infection. Reisman thinks that it has its 
greatest importance as a factor in cases of 
the affection occurring in early life, i.e, 
under the age of 35, while Stokes says that 
a severe or extensive aortic lesion is seldom © 
found without concurrent coronary damage, 
even though the coronary signs be absent. 


Sclerosis of the larger branches of the 
coronary arteries from syphilitic infection 
may be a rare occurrence, yet it is not un- 
known, nor is infiltration around the smaller 
arteries and closure of the coronary orifices 
in the sinuses of Valsalva, due to shrinkage 
and contracture of the surrounding tissues. 
The signs and symptoms of coronary dis- 
ease are: an increasing frequence of pre- 
cordial pain, tending to radiate to the left 
arm and neck, and dyspnea with or without 
the usual signs of cardiac involvement. The 
characteristic electrocardiographic — signs 
are: an abnormal ORS complex in all leads: 
T wave negative in Lead I, in Leads I and 
II, or in Leads I, II, and III, never in Lead 
III alone. 


The symptoms of coronary artery disease 
are usually difficult to differentiate from 
the symptoms of angina pectoris—and the 
symptoms of the latter are often noticeable 
when the coronary arteries are perfectly 
healthy. Torrey believes that aortic 
aneurysm has much to do with coronary dis- 
ease, especially when the first part of the 
aorta is the one affected, the proper deliv- 
ery of blood by the coronary system being 
then seriously impeded, and myocardial de- 
generation and cardiac breakdown hastened. 


As to the lesions in the myocardium, 
Brooks again holds that process appears to 
originate mostly in and about the coronary 
trunks, spreading from these into the 
muscle. In earlier days the gumma was 
practically the only lesion that pathologists 
would admit to be syphilitic. Following on 
Virchow’s discovery, which has later been 
confirmed by Warthin, pathologists veered 
to the argument that around gummas of 
the heart, in the neighborhood of the gum- 
matous lesion, there are to be found, trailing 
off into the myocardium, infiltrations of 
lymphocytes, of mononuclear cells, which 
the famous German pathologist described as 
follows: ‘These are syphilitic infiltrations, 
this is an interstitial syphilitic myocarditis ; 
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there is no reason why it should not exist 
without the gumma, and therefore pure in- 
terstitial forms of myocarditis due to 
syphilis can and do exist.” 


' Gummata of the heart appear with con- 
siderable frequency, but on their disappear- 
ance with treatment a permanent scar re- 
mains on the muscle, and a fixed scar of 
any degenerative process always remains a 
permanent disability. 


It is a generally accepted clinical fact that 
syphilitic lesions of the conduction system 
are extremely rare, although a few cases 
where the bundle of His has been infected, 
have been reported. The same assertion may 
be made regarding the endocardium and the 
pericardium. Auriculo-ventricular heart 
block is possible from lesions affecting the 
auriculo-ventricular junctional tissues, while 
in the pericardium the attack is likely to 
take the form of an infiltration, with conse- 
quent formation of fibrous tissue, resulting 
in adhesions between the two layers of the 
pericardium. In some cases there may be 
effusion of fluid into the pericardial sac, but 
gummata are of rare occurrence. 


In all doubtful cases a Wassermann test 
should be made, and this especially applies 
to all cases of aortic disease, even though 
there is a history of rheumatism. A single 
negative Wassermann does not necessarily 
rule out syphilis. In many instances it may 
be advisable to employ a provocative dose 
of iodides, salvarsan, or other arsenical. 
Frequently necropsies justify the attitude of 
diagnosing as syphilis conditions where 
other signs point to it even though the Was- 
sermann or other reaction was negative. 
No matter what the result of the Wasser- 
mann is, it should be considered in conjunc- 
tion with all other available clinical data. 
In the early stages, the Wassermann is al- 
most invariably positive, but as the disease 
becomes more chronic it is increasingly 
negative. Such conditions of the central 
nervous system as cerebrospinal syphilis, 
often accompany cardiovascular syphilis, 
and should always be looked for in the gen- 
eral examination. 


The x-ray and electrocardiograph are 
also of great assistance in the diagnosis of 
cardiovascular syphilis. Many abnormali- 
ties in structure would otherwise have to 
await the findings of the dead-house but for 
the former, while the latter has come to be 
regarded as an indispensable agent in the 
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recording and confirming abnormalities of 
cardiac action. 


Prognosis of cardiovascular syphilis can- 
not be said to be good after the onset of 
definite symptoms. It must be remembered 
that here there are two grave conditions— 
the syphilitic infection, which is naturally 
virulent with rapid tissue-destroying pro- 
clivities, and on the other hand there is the 
vital cardiac mechanism, which can do no 
other than fail in functionability in propor- 
tion to the rapidity with which the infection 
impairs its members. There is in addition 
the possibility of sudden death from aneurys- 
mal hemorrhage and angina pectoris, and 
the tendency to rapid myocardial degenera- 
tion. 


There is no definite set of statistics to go 
by in determining how long the average life 
may be prolonged after the disease is iden- 
tified. Much depends on the degree of dam- 
age at the time the diagnosis is established 
and treatment instituted. I am willing to 
believe that the normal span of existence 
for sufferers from this dread disease can be 
considerably lengthened in view of the ad- 
vent of such lately discovered anti-syphilitic 
therapies as salvarsan, and the newer con- 
ception and practice of cardiology. In all 
events prognosis is now better than it was, 
say, 10 or 20 years ago. 


The time factor is the key to the situa- 
tion, and prognosis will be in proportion to 
the lead which can be secured on the prog- 
ress of the disease by appropriate treatment. 
It must be understood, however, that com- 
plete eradication of the disease, even under 
the most favorable circumstances, has yet 
to be achieved by any remedy, and this fact 
must be considered in prognosis. Now to 
be more specific: Anderton estimates that 
patients seldom live more than five years 
after the disease is discovered, although 
they may live eight or nine years. Reid re- 
ports on a series of cases where the average 
length of life in cases of a comparatively 
advanced type from the time treatment was 
instituted was one year in certain circum- 
stances, and three years under different con- 
ditions. Taking cases as a whole, it can 
be said with considerable degree of assur- 
ance that if diagnosis is made early enough 
and treatment is prompt and adequate, there 
is a reasonable prospect of relative recovery, 
and occasionally complete recovery may be 
expected, especially if there is an absence 
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of aortic incompetence, involvement of the 
coronary arteries and of myocardium, an- 
gina pectoris and aneurysm. Aortic re- 
gurgitation has a bad prognosis, even in the 
absence of angina and of aneurysm. Prompt 
and adequate treatment of simple aortitis 
may prevent any further involvement, and 
the patient’s span of life be but slightly en- 
dangered. 


Warthin did not believe that syphilis is 
ever more than clinically cured, and as a 
pathologist he did not believe that it ever 
became anything but a latent infection even 
under the most favorable conditions. Brooks 
utters somewhat similar sentiments, al- 
though he lays claim to have had the ex- 
perience of getting such results by properly 
applied specific medication in late and so- 
called incurable cases of syphilis of the heart 
as to justify a good prognosis as to effi- 
ciency and duration in even seriously dis- 
eased hearts. He has repeatedly instanced 
complete clinical success in various forms of 
myocarditis, cases of arrhythmia, including 
partial and complete heart block, auricular 
flutter, auricular fibrillation, and angina 
pectoris. 


The treatment of cardiovascular syphilis 
should be concurrently along two well de- 
fined lines of procedure—preventative and 
conservative. Specific attempts to arrest the 
progress of the syphilitic infection should 
precede the major course of treatment for 
the damaged heart. If the former is im- 
practicable, little can be expected from the 
latter, which brings us around to reiteration 
of the old adage that prevention is better 
than cure, meaning that the ideal course of 
procedure would be to treat the very early 
stages of syphilis so intensely that advanced 
heart lesions may not develop. 


When the micro-organisms of syphilis are 
firmly planted in the heart muscle, no 
course of treatment can be initiated with 
much optimism, the natural and progressive- 
ly fatal course of the disease being alto- 
gether adverse to good prognosis at such 
a stage. Against the spirochetes the ther- 
apeutic weapons of warfare are mercury, 
arsenic, iodine, and bismuth. Digitalis, 
quinidin, theobromin, caffeine derivatives 
and salyrgan comprise our chief cardiac 
remedies. 


There are many different forms of proce- 
dure in treatment, each clinician having his 
own preferred method. I do not claim that 
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the method I usually adhere to is superior 
to all others, but it‘ has satisfied most of the 
demands I usually encounter, and in the 
aggregate it has been successful. The pa- . 
tient should first be hospitalized either at 

home or in an institution, when some form . 
of mercury should be administered, pro- 

vided there are no nephritic contraindica- 

tions. Salicylate of mercury, 1 grain, may 

be given intramuscularly every second day 

until a total or 12 grains has been given, 

or until there are signs of mercurial poison- 

ing or intoxication. For the first three days 

of this treatment, the drug should be pushed 

to tolerance, 1.e., it may be given every day 

instead of every second day, provided the 

urine examination shows no kidney injury. 

At the end of the 12 injection period, the 

heart problem may then be attacked with 

digitalis or any other appropriate remedy 

which would be indicated in cardiac condi- 

tions of other than syphilitic origin. 


Following the mercury course, a 12 day 
course of iodine is then instituted, begin- 
ning with 10 grains of a solution of sodium 
iodide three times daily, increasing the dos- 
age one grain or more per dose until toler- 
ance is reached, at which point the dosage 
is held for the remainder of the 12 day 
period. At the termination of this course, 
I again return to the mercury, giving 12 
consecutive doses as before, after which I 
give mercury. and iodine on alternate days, 
the purpose being to saturate the patient 
with as much mercury and iodine as he can 
bear without discomfort. The next step is 
to initiate the use of salvarsan, the most 
convenient forms of which are arsphenamin 
and neosalvarsan, the dosage of either being 
governed by each individual case. A word 
of warning may here be interpolated against 
the indiscriminate use of the arsenical prep- 
arations. Dosage should never be too high, 
and in fact for safety’s sake should be on 
the minimal scale. There is always a dan- 
ger of inciting a further swelling of the 
intima of the small vessels of the heart, thus 
increasing the risk of thrombosis. 


Arsphenamin (Ehrlich 606) is the most 
stable, most uniform, and most effective 
therapeutically of the Ehrlich synthetics. It 
may be given intravenously in an initial dose 
of 0.15 gm., and if well tolerated may be 
increased to 0.5 gm. The course should 
consist of from six to ten injections at 
weekly intervals. Then I return again to 
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the mercury and iodine on alternate days 
for a course of 12 doses of each. Some 
authorities favor a combined mercurio- 
arsenical treatment with a complementary 
jodine treatment. After an intermission of 
four to eight weeks, the process may be 
resumed again, arsphenamin alone, then 
mercury and iodine, at the stated intervals 
and dosage. When aortic insufficiency and 
aneurysm complicate the case, less favorable 
results are to be expected. Bismuth stands 
midway between arsphenamin and mercury, 
and is suitable for those patients who do not 
tolerate the other specifics. Given intra- 
muscularly, its slower absorption renders its 
action less dangerous and more prolonged 
than arsphenamin. 


At this point it might be mentioned that 
no patient can be considered cured, even in 
the absence of Wassermann findings, at the 
expiration of a course of treatment. A re- 
turn of active symptoms or evidence of a 
progression of the syphilitic lesions, regard- 
less of the Wassermann reaction, should in- 
dicate a resumption of another full course 
of treatment. Patients who have had such 
treatments should be examined at six to 12 
months intervals over a period of years, as 
the known anti-syphiltic therapies have not 
yet proved themselves capable of much more 
than accomplishing symptomatic arrest. 


Comparatively little can be done for 
aneurysm of the aorta. lodids often dimin- 
ish pain, as does morphin, especially in the 
latter stages. The delicate technical opera- 
tion of gold-platinum wiring and electrol- 
ysis has shown favorable results in many 
cases, chiefly in the direction of diminish- 
ing the pulsation, reducing the pain, and 
delaying rupture. The purpose here is to 
promote coagulation of the blood and the 
obliteration of the sac, by organization of 
the thrombus. Resection of the sympathetic 
nerves close to the aneurysm or of the sym- 
pathetic trunk in the neck have also been 
done. No form of treatment, however, can 
ever restore the artery to its normal caliber. 


An important phase in the general man- 
agement of the disease is the intelligent 
training of the patient to take extreme care 
of his person and habits, so as to provide 
for his own comfort and welfare, and the 
safety of his family and associates. 


Where there is marked heart weakness, 


rest in bed is essential, with limitation of 
fluids, and an easily digestible diet, and 
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morphin or other hypnotics, if necessary to 
secure sleep. Salyrgan is very effective in 
congestive heart cases with marked edema. 
It promptly reduces weight by expurgating 
fluids. If heart failure is severe, treatment 
should be directed towards its relief, the 
measures to be employed differing little 
from those indicated for treatment of heart 
failure of non-specific origin. 

Amyl nitrite inhalations help in giving 
relief during the acute attacks of angina 
pectoris, in the causing of which syphilis is 
an important factor, especially in persons 
under 40 years of age. Morphin or nitro- 
glycerine also are beneficial, the former be- 
ing a sovereign remedy during the acute at- 
tacks, while the latter is considered to be of 
marked value in warding off attacks when 
given prior to such physical exertion as 
would be likely to invite it. 


I consider that cardiovascular syphilis re- 
quires a minimum of two years fairly inten- 
sive specific treatment. Even then there 
should be periodic examinations and tests 
every six months until the Wassermann is 
consistently negative. Many chronic cases 
never require to be put to bed or hospital- 
ized, while in the really severe conditions 
the cases should be made ambulatory when- 
ever the improvement in the heart signs and 
symptoms show good response to exertion. 


Can cardiac syphilis be cured? I do not 
believe that any authority would care to 
answer this question in the affirmative. 
Specific treatment of the circulatory phase 
of the disease will afford a degree of benefit 
and relief commensurate with that obtained 
by appropriate measures in any form of 
heart disease of non-syphilitic origin. The 
heart symptoms which develop in the very 
late phases of the disease seldom evidence 
complete symptomatic cure, and almost all 
of these cases require periodic specific treat- 
ment. The findings of the dead-house in- 
variably indicate that once a heart lesion, 
always a heart lesion, for destroyed heart 
muscle tissue can never be replaced. The 
one great lesson I would like to bring home 
is this, that if the treatment is properly 
given before serious damage to the heart 
muscle has taken place, and notably before 
scar tissue has formed, symptomatic cure 
can be effected in most, if not all, instances. 

The treatment of cardiac syphilis does 
not lie wholly within the sphere of the 
syphilographer or the venereal specialist. 
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The specific phase of the treatment is im- 


portant, but it is not the whole object. The 
circulatory phase of the case demands just 
as careful and skillful management, and I 
therefore say that the treatment of cardio- 
vascular syphilis is equally, if not more, 
within the province of the well equipped 


general practitioner or internist. 
REFERENCES 


Syphilitic Aortitis with Special Reference 
Int. Clinics, Vol. II, 34th Series, June, 


Potheau, Louis: 
to Treatment. 
1924, 


MASSIVE HEMORRHAGE—ALLEN AND GAMBLE 





139 


Price, Frederick W.: Disease of the Heart. 

Warthin, A. B.: Cardiovascular Syphilis. 
ings, Inter- State, Post-Grad. Assem. of N. 

Reid, William D.: The Heart in Modern Practice. 

Stokes, John H.: Modern Clinical Syphilology. 

Scott, Roy W.: Syphilitic Disease of the Heart. 1926 Pro- 
ceedings Inter-State Post-Grad. Assem. of N. A. 

Reisman, David: Disease of the Corenary Arteries. Med. 
Clinics of N. A., Phila. No., January, 1929 

Walter P.: Syphilis of the Central Vascular 
System. Med. Clinics of N. A. New York No., Sep- 
tember, 1925. 

Frothingham, Channing: Syphilis. Med. Clinics of N. A., 
Boston No., March, 1922. 

Boas, Ernst P.: Diseases of the Aorta and Aortic Valves. 
Med. Clinics of N. A., New York No., November, 1922. 

Brooks, Harlow: The Treatment of Syphilis of the Heart. 
1925 Proceedings Inter-State Post-Grad. Assem. of N. A 


1928 Proceed- 
A. 


Anderton, 





MASSIVE HEMORRHAGE FROM A CORPUS LUTEUM CYST 


A. D. ALLEN, M.D., F.A.C.S.,t and W. G. GAMBLE, M.D. 
BAY CITY, MICHIGAN 


Intraperitoneal hemorrhage of ovarian origin frequently gives rise to harassing symp- 


toms, but is rarely sufficiently massive to endanger life. 


in the literature. 


Occasional case reports appear 


Morton’ reviewed the literature in 1931 and found 93 authentic cases. 


Sackett? in 1932 collected 26 cases from hospital records in and around New York City. 
Interrogation of many practitioners and several pathologists of wide experience, resulted 


in two cases seen by one pathologist, Lohr,’ 


who discovered the condition during exam- 


ination of tissues removed from ectopic pregnancies. 


The symptoms and signs of all the re- 
ported cases, as well as the findings by the 
pathologists, are so similar that one wonders 
why the correct diagnosis is never made be- 
fore operation. In all probability, the rea- 
son lies in lack of consideration of the con- 
dition in differential diagnosis and the simu- 
lation of the more common abdominal con- 
ditions producing much the same clinical 
picture. 

The case we report is characteristic even 


to the error in diagnosis. 

The patient was a white single woman, 21 years 
of age. Her previous medical history was nega- 
tive, except for an endocarditis at the age of 11 
years, from which she recovered and her heart has 
remained fully compensated. 

The menses, which began at the age of 14 years, 
are regular and of the 28 day type. She has back- 
ache and crampy uterine pain until the flow is well 
established. The flow is of 5 days duration and 
normal in amount. The last period was 23 days 
previous to admission. 

At 3:00 o’clock on the afternoon of admission, 
the patient experienced a rather sudden, severe, gen- 
eralized abdominal pain, accompanied by vomiting. 
Within three hours after onset, the pain localized 
in the right lower quadrant. 

Physical examination at the patient’s home re- 
vealed a normal temperature and pulse rate. There 
was tenderness and rigidity over the right lower 
quadrant, most marked over McBurney’s area. 

A provisional diagnosis of obstructive appendi- 
citis was made and hospitalization and further study 
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advised. While the patient was denen she com- 
plained of dizziness and fainted. The pulse rose to 
132 and she presented the picture of shock. The 
diagnosis was reconsidered, and a ruptured ectopic 
pregnancy seemed probable, in spite of a negative 
clinical history. 

The patient was taken to the hospital without 
‘further delay and preparation made for immediate 
laporotomy. The serious emergency of the situation 
made laboratory examination inadvisable and in this 
‘case would have been of no aid in diagnosis. 

Bimanual examination under anesthesia revealed 
a small uterus, a firm cervix and the adnexa were 
normal to palpation. The abdomen was opened in 
the midline and approximately two quarts of fluid 
and clotted blood was found. In the vicinity of the 
yight tube and ovary, there were old clots partially 
organized. 

The uterus, both tubes and the left ovary were 
normal. The right ovary was slightly enlarged and 
contained many small cysts. On the posterior sur- 
face of the ovary there was free bleeding from a 
tupture 1 cm. long resembling an incised wound. 

The patient’s condition was precarious and the 
right tube and ovary were removed with speed and 
the abdomen closed. A_500 c.c. blood transfusion 
was given immediately after operation, supplemented 
by glucose and saline for the next 48 hours. Con- 
valescence was uneventful and the patient left the 
hospital on the fourteenth day. Menstration began 
the day after operation, 24 days after the previous 
period, doubtless due to removal of the corpus 
luteum. 

The pathological report showed an edematous 
ovary, with numerous small follicular cysts and a 
thickened tunica albuginea with attached tube. On 
the posterior surface of the ovary was a rupture 
1 cm. in length which communicated with a cyst 2 
cm. in diameter. The cyst contained a gelatinous 
chocolate-like material which on microscopic sec- 
tion showed the structure of a degenerated hemor- 
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rhagic corpus luteum of the first stage. The micro- 
scopic picture of the rest of the ovary confirmed 
the gross observation. 


In considering the history and findings in 
this case, one would be justified in suppos- 
ing that there was continuous slight bleed- 
ing from the cyst since ovulation and a mas- 
sive hemorrhage ushered in the clinical at- 
tack. We believe the cause of hemorrhage 
in this case was cystic degeneration of the 
ovary and fibrosis of the tunica albuginea, 
with subsequent interference with follicular 
maturation for so-called chronic cystic 
odphoritis causes hyperemia of the genital 
organs. 


Small ovarian hemorrhages in young 
women frequently give rise to peritoneal 
irritation and are a common source of error 
in the diagnosis of appendicitis. In mas- 
sive hemorrhage, the symptoms are very 
severe and the lack of definite physical find- 
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ings make the differential diagnosis very 
difficult. One writer impresses the impor- 
tance of the clinical history in lieu of all 
findings. 

It has been our experience that the men- 
strual and sexual history in unmarried 
women is often unreliable. Even though the 
diagnosis of this condition is in error 100 
per cent. Intraperitoneal hemorrhage of 
the extent that occurred in this case pro- 
duces signs and symptoms sufficiently def- 
inite to place them in the “surgical abdo- 
men” group, and the condition of the pa- 
tient prompts the surgeon to operate with- 
out delay. 
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REPORT OF COMMITTEE ON BIRTH CONTROL* 


SECTION ON OBSTETRICS AND GYNECOLOGY 


The Committee on Birth Control was appointed by the chairman of the Section on 


Obstetrics and Gynecology for the purpose of investigating and summarizing available 
information relative to the status of Birth Control theory and practice, and to determine 
the attitude of the medical profession of the State of Michigan concerning this subject. 

To accomplish this purpose, a bibliography comprising more than 1,800 books, arti- 
cles, pamphlets and references to this subject was compiled. The five members of the 
Committee were then delegated to investigate and summarize in writing the main phases 


of Birth Control, which included the med- 
ical, legal, religious, social and economic 
aspects. These reports have been completed 
and will be published 7m toto in the JOURNAL 
of the Michigan State Medical Society. A 
questionnaire was sent to members of the 
Michigan State Medical Society embodying 
certain questions pertaining to the subject. 
The replies to this questionnaire were 
analyzed by the University Statistician, with 
the following results: 


One thousand eight hundred and forty- 





*This report and that following it, namely the report of 
the Committee on Clinical Problems, were presented before 
the Section on Obstetrics and Gynecology at the meeting of 
the Michigan State Medical Society, September, 1933. 











six questionnaires were returned by Society 
members from seventy-five of eighty-three 
counties. Summaries of the answers sub- 
mitted to each of the questions are as fol- 
lows: 
Question 1. 
control? 
tions. 
In response to this question 1,538 or 83.3 
per cent answered Yes, 207 or 11.2 per cent, 
No, while 101 or 5.5 per cent gave no 
answer. A favorable attitude toward birth 
control was expressed by majority of phy- 
sicians engaged in all types of practice, gen- 


Are you in favor of birth 
If not, please state your objec- 
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TABLE I. ATTITUDE ACCORDING TO SPECIALTY 
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Question: Are you in favor of birth control? 
ial Total Y N No Per cent 
aw vias ” - Answer Favorable 
General practice 669 554 85 30 82.8 
Gynecology, Obstetrics 177 152 17 85.5 
Pediatrics 69 62 89.8 
Neurology, Psychiatry 32 28 4 87.5 
Surgery 176 145 18 13 82.3 
Internal medicine 127 105 13 9 82.6 
Tuberculosis 15 14 | 14 1 93.3 
All others 581 478 53 36 82.2 
Totals 1846 1538 207 101 83.3 
TABLE II 
Question: Are you in favor of birth control? 
Replies tabulated according to counties with twenty or more returns. 
County Total Yes No No Answer 
Bay 24 19 2 3 
3errien 30 25 3 2 
Calhoun 55 43 5 7 
Genessee 66 53 7 6 
‘ngham 69 59 6 2 
Jackson 44 34 6 4 
<alamazoo 48 4] 5 2 
Xent 128 119 5 4 
Muskegon 35 27 7 1 
Jakland 63 56 4 3 
Ottawa 20 18 2 0 
Jaginaw 45 x 8 2 
Washtenaw 75 68 5 2 
Wayne 683 557 90 36 
1406 1172 157 81 
(83.3% ) 
All others 440 366 50 20 
(83.1%) 
Totals 1846 | 1538 207 101 
eral practitioners and specialists alike. A TABLE III 
detailed analysis is shown in Table I. Question 
Replies to this question when tabulated Are you in favor of birth control? Jf not, 
according to counties, shows that approxi- ERE SEE Fe COTTER 
mately 76 per cent of all replies were ob- sections 
: 1 Religious 45 
tained from the fifteen most densely popu- Unnatural 14 
lated counties. The same percentage of Public would take advantage of it............ 19 
favorable replies was obtained from this ae — : 
group as from the remaining sixty localities . 9 
(83 per cent). There appears to be no dif- nat cag ison : 
ference between urban and rural opinion on oe eae oe 
this question. Table II summarizes this Unnecessary — 
analysis alae iis sasiesinssiiocnienaitindbicitdnenitoiie 2 
re t i blic clini 3 
The objections stated by 144 of those Po) Goce aan ara 1 
who are unfavorable to Birth Control are Other answers 12 


tabulated in Table III. Religious objections 
comprise the largest single classification. 
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Question 2. Do you prescribe contracep- 
tives in your practice? 

This question was answered in the affirm- 
ative by two-thirds of all those who replied ; 
988 or 53 per cent answered without quali- 
fication, 245 give advice with reservations, 
whereas 522 or 28 per cent give no advice 
at all, although this group includes many 
who are not opposed to birth control in 
principle; 91 or 5 per cent did not answer 
this question. Table IV summarizes these 




















replies. ; 
TABLE IV 
Question 
Do you prescribe contraceptives in your 
practice ? 
Replies 
EE ee every eee. 988 (54%) 
No pioeaneGadaneieds 522 
Under control : be 225 
When patient asks 11 
When advisable 9 
No answer . . 9 
Total 1846 





Question 3. If so, do you give this in- 
formation for specific health indications 
only? 

As shown in Table V, 47 per cent give 
contraceptive information for other than 
health indications; approximately 25 per 
cent limit the giving of contraceptive infor- 
mation to patients for health reasons only; 
500 did not answer this question. 


TABLE V 
Question : =. 
If so, do you give this information for 
specific health indications only? 
































Replies 

ERT Sent ee eee ee eee De ee 659 
YES si 460 
Economic, health Te nA en a 161 
Social, economic, health 27 
Social, health 21 
Social 4 
Heredity 1 
Health, heredity, social 1 
No answer 500 

Total 1846 


Question 4. Do you feel that there 1s a 
need for contraceptive centers for indigent 
patients in your community? 


In answer to this question 55 per cent 
answered Yes, while 36 per cent gave vari- 
ous negative reasons; 144 gave no reply. 
Forty-three were of the opinion that contra- 
ceptive centers already functioning ade- 
quately filled the need; seventy-four were 
opposed to the clinic idea stating that such 
functions should be delegated to the local 
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physicians. Table VI gives a detailed tab- 
ulation of replies. 


TABLE VI 
Question 


Do you feel that there is a need for contra- 
ceptive centers for indigent patients in your 


























community? 
Replies 
ll hitiuianduimomnnbanmiaceiiae 1023 
No 532 
No, use local M.D 74 
Already here 43 
Would not be used if given; indigent too 
lazy, and similar answets...................... 18 
Yes, strictly for indigent 11 
No, should not marry...... 1 
re 144 
7 cckiianainbacneee 1846 


Replies to this question were also tab- 
ulated according to counties. Responses 
favorable to the establishment of contracep- 
tive centers for indigents were slightly more 
numerous (58 per cent) in the more thickly 
populated localities than in others (46 per 
cent). This difference might seem to indi- 
cate that welfare problems of indigents are 
more apparent in urban than in rural com- 
munities. Table VII shows these figures. 


Question 5. 
ommend ? 

The 1,273 replies to this question give 
about thirty different answers which are 
difficult to properly evaluate and classify be- 
cause of their divergence. These figures 
are, therefore, not reproduced in detail. 
Sixty per cent recommended methods which 
are considered standard or satisfactory; 39 
per cent prescribe diaphragm with spermat- 
ocidal jellies. 

As a corollary to this investigation, the 
same questionnaire was sent to heads of De- 
partments of Obstetrics and Gynecology of 
medical schools throughout the country, 
with an additional question concerning the 
teaching of contraceptive methods to med- 
ical students. The response to this ques- 
tionnaire is shown in Table VIII. 

It will be seen that the answers given fol- 
low closely those given by the profession in 
Michigan at large. Although the numbers 
of returns are few (41) the vast majority 
are in favor of the birth control principle. 


What methods do you rec- 


Question 6 (to educators only). Do you 
teach contraception to your medical stu- 
dents? 


Contraception apparently is a part of the 











Marcu, 1934 


‘REPORT OF COMMITTEE ON BIRTH CONTROL 














TABLE VII 

Question: Do you feel that there is a need for contraceptive centers for indigent patients in your 
community? 

Replies tabulated according to counties with twenty or more returns. 

County Total Yes No A Base - — y i ms Others 
Bay 24 18 4 2 
Berrien 30 19 7 2 1 1 
Calhoun 55 33 12 6 r 1 1 
Genesee 66 35 21 7 5 
Ingham 69 37 19 10 2 1 
Jackson 44 22 16 2 2 a 
Kalamazoo 48 19 13 5 4 5 2 
Kent 128 83 21 8 10 2 4 
Muskegon 35 13 13 5 2 1 
Oakland 63 44 8 3 4 3 1 
Ottowa 20 6 14 
Saginaw 45 22 16 5 1 1 
St. Clair 21 11 10 
Washtenaw 75 47 18 7 3 
Wayne 683 389 175 54 21 34 10 

1406 819 367 116 43 60 24 
(58.2%) 
All others 440 204 165 28 0 17 6 
(46.3%) 









































TABLE VIII. QUESTIONNAIRE TO TEACHERS OF OBSTETRICS AND GYNECOLOGY 




































































Question Replies (41) | 

YES 38 (93%) 
Are you in favor of birth control? No 1 
No answer 2 
YES 27 
D . ‘ ; No 3 
0 you prescribe contraceptives in your Unies comma > 
practice? When patient asks 1 
When advisable 3 
ae 16 
If so, do you give this information for ’ - 15 
specific health indications only? cot gue oe health ’ 
No answer 4 
YES 20 
Do you feel that there is a need for contra- No 13 
ceptive centers for indigent patients in your Already here 3 
community ? Would not be used 1 
No answer 4 


























medical curriculum in at least twenty-seven 
medical schools; in five institutions no de- 
tailed instruction is given although the gen- 
eral principles are discussed to some extent. 
Table IX summarizes these replies. 


TABLE IX 


Question 
Do you teach contraception to your medical 
students ? 
Replies 
. YEs 27 
No 6 
Very little, or only general principles........ 2 
Yes, if I were in teaching capacity............ 1 
No answer 2 











——s 


Total .... 41 








An analysis of Birth Control activities in 
the State of Michigan to date reveals the 
following: 

1. The Michigan Birth Control League, 
an organization of layfnen and physicians, 
has been established since 1931, and is ac- 
tively promoting the movement by establish- 
ing subsidiary organizations throughout the 
state and providing interest and demand 
among the laity for scientific methods of 
contraception. The League has a total of 
477 members; its Advisory Council is com- 
prised of prominent physicians, clergymen, 
lawyers, and business men and women 
throughout the state. 
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2. Resolutions indorsing the aims and 
activities of the Michigan Birth Control 
League were adopted by the Calhoun and 
Kent County Medical Societies; Menominee 
and Schoolcraft County Medical Societies 
have indorsed Mrs. Sanger’s work on Fed- 
eral Legislation. 

3. Clinics giving contraceptive infor- 
mation have been established in the follow- 
ing localities: 

Detroit: Mothers’ Clinic, 1601 Blaine 
Avenue; Harper Hospital, Maternal Health 
Clinic; Woman’s Hospital, Maternal Health 
Clinic. 

Grand Rapids: Department of Health, 
Blodgett Hospital, Butterworth Hospital, 
Social Service Association. 


Royal Oak: 111 South Tray Street. 

Jackson: 503 Carter Building. 

Pontiac: 322 Riker Building. 

Battle Creek: 41 North Washington 
Street. 


Approximately 7,000 women have been 
given contraceptive information to date. 


Other localities have arranged for the 
giving of contraceptive information to in- 
digents through local physicians without the 
establishment of clinics (Kalamazoo, Ann 


Arbor). 
CONCLUSIONS 


1. The response to the questionnaires to 
the medical profession and the activities of 
lay organizations throughout the state indi- 
cates a very intense interest in Birth Con- 
trol. An analysis of the questionnaires re- 
turned indicates that a favorable attitude is 
held by a large majority of the profession. 


2. “A survey of the medical aspects of 
birth control shows that medical indications 
for the use of contraceptives vary consider- 
ably in the opinions of different observers. 
It seems to be generally believed, however, 
that by careful use of contraceptive proce- 
dures the health of certain individuals 
afflicted with disease can be maintained at 
a higher level and also that by the proper 
spacing of children and limitation of their 
numbers that a higher health level can be 
maintained by society in general. It is sug- 


gested that a more general use of contra- 
ception may aid in decreasing the incidence 
of abortions with their attendant fetal and 
maternal mortality and morbidity. Finally, 
we must conclude that there is at present 
no perfect method of contraception. 


All of 
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the procedures in use have been known to 
fail, and all of them have medical contra- 
indications of varying importance.” 


—NoRMAN KRETZSCHMAR, M.D. 


3. “The legal status of Birth Control in 
Michigan, as interpreted by the Attorney 
General, indicates that there is no law pre- 
venting the giving of birth control informa- 
tion or materials by physicians as profes- 
sional advice. The Federal Law concern- 
ing the transmission of contraceptive infor- 
mation and material through the mails by ° 
inter-state commerce has practically been 
annulled by recent decisions of the Federal 
Courts.” —CLARENCE TosHacH, M.D. 


4, “While the Catholic Church is irrevoc- 
ably opposed to any form of contraception 
advanced by Birth Control advocates, the 
opinion held by Protestant Churches is in 
a state of transition, a few denominations 
openly advocating such procedures, some 
gradually approving under more rigid inter- 
pretations, while others are still belligerently 
opposed. Opposition to Birth Control when 
expressed by religious bodies appears to be 
more concerned with method than with 
principles; family regulation through ‘nat- 
ural methods’ (abstinence, observance of the 
so-called period of ‘physiological sterility’ ) 
is considered permissible, whereas ‘unnat- 
ural methods’ (contraceptives) are con- 
demned by these groups.”—B. W. MaAt- 
FRoID, M.D. 


5. “The social and economic aspects of 
birth control are too various to permit a 
brief summary. Permanent criteria for de- 
termining optimum conditions of society 
have not been established since social and 
economic trends are constantly shifting. 
There is no positive evidence that ‘race 
suicide’ has resulted from the use of con- 
traceptives. It has been suggested that 
eugenic aims can best be realized by extend- 
ing the knowledge of contraception to, or 
by enforcing sterilization upon undesirable 
elements of society whose rate of propaga- 
tion is in. excess of that of the apparently 
more desirable classes. A judicious birth 
control program, however, must also combat 
voluntary and involuntary sterility among 
the eugenically more desirable elements if 
the harmful effect of a differential birth 
rate is to be overcome. In the final analysis 
the physician must be guided by the social 
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and economic needs of the individual and 
the family, for what is best for the health, 
and the social and economic welfare of the 
individual is undoubtedly best for the race.” 
—H. C. Mack, M.D., and H. M. NEtson, 
M.D. 


The Committee hereby wishes to express 
its appreciation of the hearty codperation of 
the profession, and in particular wishes to 
thank an anonymous physician whose gen- 
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erous offer of funds to cover the cost of 
printing and mailing the questionnaires 
made this study possible. 
Respectfully submitted, 
Harotp C. Mack, M.D., Detroit, 
Chairman 
NorRMAN R. KretzscHMaAr, M.D., 
Ann Arbor 
B. W. Matcrrom, M.D., Flint 
Harry M. Netson, M.D., Detroit 
C. Tosuacu, M.D., Saginaw 
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SECTION ON OBSTETRICS AND GYNECOLOGY 


This committee was appointed by the chairman of the Section, having in mind the 
many clinical problems in the field of gynecology and obstetrics as yet unsolved or about 


which there is no unanimity of opinion. 


The idea was advanced that by intensive concen- 


tration some definite conclusion might be reached which would be of benefit particularly 
to the general practitioner of medicine who does not have access to material of suffi- 
cient volume to make his own conclusions valuable ; with the hope that morbidity and mor- 
tality rates could be improved especially if wide publicity could be given to the results of 


these studies. 

Several things naturally presented them- 
selves for decision on the part of your com- 
mittee if such study was to be successfully 
carried out, viz.: 

1. The choice of problems for investiga- 
tion. 

2. The method of carrying out the studies. 

3. The period of time necessary to collect 
data on cases in sufficient numbers to 
be valuable. 

4. The interpretation and evaluation of 
statistics collected. 

It was the unanimous opinion of the com- 
mittee that the initial clinical problems 
should be of as universal interest to the pro- 
fession as possible—problems which con- 
front the practitioner in his daily routine. 
At the same time these, at first, should be as 
simple as possible in so far as the collection 
of the necessary material is concerned. With 
this in mind two topics for study were 
chosen: 

1. The Treatment of Abortion. 
2. The Value of Vaginal Antiseptics Dur- 
ing Labor. 

The methods of carrying out the studies 
presents many difficulties, but it was finally 
decided that until some experience is gained 
in the actual application of the work that 
they should be confined to the larger centers 
throughout the state with the hope that the 
well organized hospitals will cooperate in 








the collection of data to the extent, at least, 
of allowing members of their staffs as repre- 
sentatives of the committee to collect the 
necessary data. It was not thought advis- 
able to. burden the practitioner with the 
tedious but necessary spade work. 


As to the time necessary to collect data 
in sufficient amount it was thought, after 
computing the numbers of cases which 
would probably be available, that one year 
would be required to make the work 
authoritative. 


Your committee is fully aware of the 
many pitfalls associated with the collection 
of statistics and realizing that incomplete 
and inaccurate figures are worse than none, 
have given special attention to the formulat- 
ing of the questionnaires to be used, which 
are to be placed in the hands of well quali- 
fied men in different sections of the state for 
completion. The questionnaires will be col- 
lected from time to time, conclusions drawn 
that seems warranted to the committee as a 
whole and the results made known to the 
profession. 

To complete the plan heretofore outlined 
there remains only to obtain the coopera- 
tion of representatives in various centers, 
which it is hoped will be accomplished in 
the near future. 

Warp F. SEELEY, Chairman. 
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DISEASE AS A FACTOR INFLUENCING HISTORY* 


J. H. DEMPSTER, M.D. 
DETROIT, MICHIGAN 


Historians rarely treat their subject from the biological point of view, which, in many 
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instances, is of as great importance as wars, state policies, religion and morals. “The 
history books of a former day,” according to Sir George Newman,} “record in much detail 
the more outstanding and arresting of the events which concern war, but they pass over with 
comparatively scanty reference the changes in population and their causes, the struggle 
of the mass of the people to obtain food, and the profound effect of widespread disease. 


Yet the pestilences of the ancient world, the 
plague of the Antonines and of the age of 
Justinian, the Black Death, the epidemics of 
the seventeenth and eighteenth centuries, the 
disease which has followed armies from the 
Thirty Years’ War to Napoleon and our 
own times, the pandemics of influenza— 
these have exerted an effect upon the his- 
tory of mankind on the whole more power- 
ful, fateful, and enduring than any other 
single factor. As disease changes or termi- 
nates the life of the individual, so also it 
alters the course of human history.” The 
causes which produce racial or national su- 
premacy or decay are many and complex. 
Yet when we consider the tragic results of 
disease, great even today with the achieve- 
ments of preventive medicine, the effects of 
disease upon population in ancient and me- 
dieval times challenge description. In an 
address, Dr. E. S. Judd, President of the 
American Medical Association in 1932, esti- 
mated that of one hundred and twenty mil- 
lion people of the United States, two million 
were sick enough to be in hospitals all the 
time. Nearly two per cent of the popula- 
tion were seriously sick and an additional 
ten per cent were slightly sick at all times. 
Ninety per cent of illness is chronic and ten 
per cent acute and this in a country of 
150,000 physicians, 200,000 trained nurses 
in addition to 50,000 dentists and about 
8,000 technicians, all working in the interest 
of curative medicine and public health. The 
preventive feature of medicine is a matter 
of very recent development. 

It is said that Mommsen, the author of 
the History of Rome, on being asked why 
he did not go on to tell the cause of the 
decline and fall of the Roman Empire, re- 
plied that with all his study and historical 





*Read before the Medical History Club of Detroit. 


+Newman, Sir George, The Rise of Preventive Medicine: 
Oxford University Press, 1932. 











research he had never been able to tell just 
what was the cause. Of this, as other events, 
there are many causes. Science, however, 
has at last put forth one plausible explana- 
nation that also sheds light on the downfall 
of such countries as Greece and Egypt. The 
shadow of malaria that still hovers over 
Greece and Italy suggests an answer to the 
question put to the great historian. Malaria 
alone has claimed more victims than all the 
wars of historical record. Sir Ronald Ross 
maintained that until recently malaria caused 
as many as two million deaths a year. This 
estimate is for the whole world. Malaria 
before the discovery of the remedy, cinchona 
bark and later its alkaloid quinine, was a 
very deadly disease. Both Alexander the 
Great in 323 B. C. and Alaric the com- 
mander of the Visigoths (circa 410 A. D.) 
were presumed to have been victims. 

It has been argued that before the dawn 
of the era of preventive medicine the law 
of the survival of the fittest prevailed, that 
disease carried off the weakling, thereby 
producing a sturdy race by process of selec- 
tion. A case in point was the hardy North 
American Indian. It takes hundreds of 
years for the establishment of racial immu- 
nity to disease. Races that have persisted 
in isolation have gone down on contact with 
explorers and colonists who have introduced 
smallpox, syphilis or tuberculosis. The ad- 
vent of European civilization had a disas- 
trous effect on the Indian of this continent. 

Malaria, however, does not confer immu- 
nity on those who become infected. Accord- 
ing to Sir Ronald Ross, the conqueror of 
Greece was not so much the Macedonian or 
the Roman as that great tyrant malaria. 
Without going into the pathology, it might 
be said that, if not treated with quinine, the 
parasites remain in the body for years caus- 
ing febrile relapses, anemia and enlargement 
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Under such conditions those 


of the spleen. 
so afflicted live a life of semi-invalidism. 
The anopheles mosquito, the carrier of 
the plasmodium, thrives in marsh land. The 
topography of Greece lends itself admirably 
to conditions suitable to the breeding of mos- 
quitoes with its mountains and its marshy 


valleys. Ross* maintained that while ma- 
laria-bearing gnats may have been present 
in Greece from prehistoric times, it was 
quite possible “that if ancient Greece was 
peopled by invaders from Northern non- 
malarial latitudes, it might have had no 
malaria for ages in spite of the presence of 
anophilines, until some person with the para- 
sites in his blood happened to visit the coun- 
try.” If such a person were bitten by 
insects he would carry the infection, which 
would account for the universality of the 
disease. Greece may therefore have been 
exempt from it until traders or soldiers 
brought it from Asia or Africa. 

It is thought that Greece was free of it 
during the Golden Age. Modern Greece 
according to this same writer is intensely 
malarious. He estimated that half of the 
children were infected in 1907 before the 
annual malaria season had begun. Jones} 
claims that by 300 B. C. the Greeks had lost 
much of their manly vigor and intellectual 
strength. Malaria differs from many dis- 
eases in that it does not make a race strong 
by weeding out the unfit. It produces a 
general lowering of vitality without pro- 
ducing a very great mortality. Even when 
it confers a comparative immunity, it is at 
the expense of nervous debility and mental 
despondency. It is readily seen that a race 
of people so afflicted would be as helpless 
as if they were the victims of an invading 
army. 

Jones has written a very learned essay in 
which he quotes from the Greek classical 
writers to identify references to the malaria 
syndrome, fever, enlarged spleen and the 
cyclic nature of the febrile reaction. 


The destruction of nations appears to 
have resulted more directly from those dis- 
eases of an insidious nature than from those 
of a violent or acute character. The Plague 
of Athens, which is so vividly described by 
Lucretius, lasted from 525 to 430 B. C. dur- 
ing the golden age, yet its effect upon the 





*Malaria, a Neglected Factor in the History of Greece 
and Rome. Jones, Ross, Ellett. 


tLoc cit. 
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intellectual life seems not to have been 
marked. In severity it rivalled the Black 
Death of the middle ages. According to 
Lucretius :* 


The plague has proved to be “God’s ter- 
rible medicine for humanity,” where it has 
led to improvements in sanitation and desir- 
able social adjustment. 


Malaria spread more slowly in Italy, since 
the topography of Italy is less favorably 
adapted to the growth of the mosquito. It 
is fairly well established that the disease had 
become endemic in Italy about 200 B. C.; 
the evidence of its prevalence is not so clear 
as that for its presence in Greece. Celsus, 
however, whose treatise appeared about 50 
A. D., described fevers of an intermittent 
character which were supposedly malaria. 
It is said to have been introduced into Italy 
by Hannibal’s Carthaginian troops, since 
Africa is apparently the original home of 
the disease. According to Livy, a severe 
epidemic prevailed in Italy in 208 B. C. 
which resulted in widespread lingering ill- 
ness. Galen wrote of a most virulent form 
of malaria in Rome in 164 A. D.. 


Regarding the effect of malaria on the 
character of the people, North in his work 
on Roman Fever maintains that “The effect 
of the disease on the people is to unfit them 
for labor, to cause loss of time, loss of 
money, and generally to diminish their pro- 
ducing powers, whilst at the same time the 
race, if left to itself, tends toward moral 
and physical degradation; it is perhaps the 
most incapacitating disease to which man is 
liable.” Rome had become more congested 
in population since the second Punic war 
and the country of Italy had become more 
sparsely populated. “The Roman people be- 
came a tainted and debased folk penned up 





*De Rerum Natura, Lines 1136-1153, Book VI, Lucretius. 


*Twas such a manner of disease, ’twas such 
Miasma in Cecropian lands 

Whilom reduced the plains to dead men’s bones, 
Unpeopled the highways, drained of citizens 

The Athenian town. For coming from afar, 
Rising in lands of A®gypt, traversing 

Reaches of air and floating fields of foam, 

At last on all Pandion’s folk it swooped; 
Whereat by troops unto disease and death - 
Were they o’er-given. At first, they’d bear about 
A skull on fire with heat, and eyeballs twain 
Red with suffusion on blank glare. Their throats, 
Black on the inside, sweated oozy blood; 

And the walled pathway of the voice of man 
Was clogged with ulcers; and the very tongue, 
The mind’s interpreters, would trickle gore, 
Weakened by torments, tardy, rough to touch. 
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within the walls of the city,” writes W. H. 
S. Jones.* Even the infusion of new blood 
from other parts of the Empire soon became 
infected and Rome witnessed a decline. 
Perhaps it is too much to insist that malaria 
was the sole cause; it certainly was not. 
However, no people can be long subjected 
to the debilitating influence of this disease 
and survive. To quote this writer: “Malaria 
made the Greek weak and inefficient; it 
turned the sterner Roman into a bloodthirsty 
brute. If peAavywoAta (Greek) produced 
crossness, atra bilis (Roman) made its vic- 
tims mad. The terrible pictures of life in 
the first century A. D. as painted by Tacitus 
and Juvenal, show that Roman society was 
not only wicked but diseased. The extrava- 
gant cruelty, the wild desire for excitement 
(the ‘Roman holiday’), the absence of sober- 
ness and control, all point clearly to some 
physical defect. That malaria was endemic 
in Rome is an undoubted fact, and the result 
of several generations being subject to its 
influence would certainly be a change of 
national temper.” 


It is not necessary to. give, nor would 
space permit, a detailed reference to all 
biological reverses that have affected the 
various nations. The examples of Egypt, 
Greece and Rome show how the history of 
a country is radically modified by the in- 
sidious inroads of sleeping sickness and 
malaria. It is a far call from the decline 
and fall of the Roman Empire to the middle 
of the fourteenth century when we come 
upon an epidemic which was sudden, severe 
and fatal—the Black Death. This great 
catastrophe has not received just apprecia- 
tion at the hands of historians. Perhaps 
the most graphic description is that of Boc- 
caccio,* who described the plaque at Flor- 
ence: 


“About the beginning of the yeare it also began 
in very strange manner, as appeared by divers ad- 
mirable effects; yet not as it had done in the East 
Countries, where Lord or Lady being touched there- 
with, manifest signes of inevitable death followed 
thereon, by bleeding of the nose. But there it began 
with young children, male and female, either under 
the armpits, or in the groine by certaine swellings, 
in some to the bigness of an apple, in others like 
an Egge, and so in divers greater or lesser, which, 
(in their vulgar Language) they termed to be a 
Botch or Boyle. In very short time after those two 
infected parts were growne mortiferous, and would 
disperse abroad indifferently, in all parts of the 
body; where-upon such was the quality of the dis- 


*Malaria a Neglected Factor in the History of Greece 
and Rome. 
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ease, to..show. itselfe by black and. blew spottes, 
which would appeare on the armes of many, others 
on their thighes, and every part else of the body; 
in some great-and few, in others small and thicke. 
“Now as the Boyle (at the beginning) was an 
assured sign of neere approaching death; so proved 
the spots likewise to stch as had them; for the 
curing of which sicknesse it seemed, that the Phy- 
sitians counsell, the vertue of Medicines, or any 
application else, could not yield any remedy; but 
rather it planely appeared; that either the nature 
of the disease would not endure it, or ignorance 
in the Physitians could not comprehend from 
whence the cause proceeded, and so by consequent, 
no resolution was to be determined. Moreover be- 
side the number of such as were skilful in Art, 
many more both women and men, without ever hav- 
ing any knowledge in Physicke, became Physitians, 
so that not onely few were healed, but (wellneere) 
all dyed, within three days after the saide signs were 
seene; some sooner, and others later, commonly 
without either Feaver, or any other accident.’* 


The subject of Boccaccio’s Decameron is 
woven around the Black Death in Florence; 
it consists of adventures and stories of a 
number of young people who fled from their 
native city to escape the disease. Boccaccio 
was an Italian novelist who describes his 
surroundings with a novelist’s pen. His de- 
scription tallies well, however, with that of 
Cauvin of Paris and Montpellier, whose 
account is that of a physician: 


“A burning pain, starting either in the groin or 
under the armpits, gradually spread over the pre- 
cordial region, and the vital parts were attacked by 
a mortal fever. The heart and lungs were affected 
and the respiratory passages were choked with the 
poison. The strength suddenly declined and the 
patient could only survive a few days. There 
seemed no refuge from this scourge, neither heat 
nor cold, nor the fresh country air, the cold north 
or the warm south. So contagious was it that when 
the sickness commenced in a house scarcely one 
escaped. The slightest contact, a single breath, suf- 
ficed to transmit the disease. Those who tried to 
help the sick fell victims. The ill nourished were 
easily stricken. Those who lived a temperate life 
fared best. The number of the dead was greater 
than the survivors, and cities were deserted, thou- 
sands of houses standing with open doors or locked 
up, their owners dead or fled.” 


There is little doubt but that the scourges 
of 1349 and 1665 were the same and that 
both were like the pestilence of Justinian, 
namely bubonic plague. 

The origin of the plague, it is said, lay 
in China, where it was found to be raging 


in 1333. It passed from China to India, 
Persia and Russia, following main roads of 
commerce to Europe. In the year 1347 the 
disease arrived in Sicily. It can be defi- 
nitely traced to Italy, thence to Austria, 
France, and finally to England, where it 


*From an English Translation made in 1625. The trans- 


lator is unknown. 
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raged in 1348. During the years 1345 to 
1350, half of the population of Europe was 
estimated to have fallen victims. According 
to statistics drawn up at the request of Pope 
Clement VI, the number of deaths for the 
whole world was 42,836,485. Compare this 
with the deaths caused by the recent great 
war and one may have some faint idea of 
the influence of this terrible affliction as a 
factor in human history. 

The effects of the Black Plague in car- 
rying off men and women of extraordinary 
ability cannot be estimated. There is a long 
line of rulers of various European coun- 
tries among the victims, as well as such 
noted personages as Guy de Chauliac, the 
celebrated fourteenth century surgeon, and 
a contemporary, Gentile di Foligno. The 
death list included also the painters Pietro 
and Ambrogio Lorenzetti (1348), Holbein 
the Younger* (1543), Titian (1576), and 
many others famous at the time. 

Regarding the mortality, many towns and 
villages were completely depopulated. Ac- 
cording to Guy de Chauliac, three-quarters 
of the whole population of France died. 
Italy lost half of her population. Venice 
had become so much depopulated that for- 
eigners were invited to settle in the city 
with the offer of acquirement of citizen 
rights after two years’ residence. In Flor- 
ence, where the population was estimated at 
130,000 inhabitants, only 30,000 were left. 
It was reported that in London scarcely 
one man in ten survived. Hundreds of ships 
at sea floated as derelicts manned only by 
corpses. 

In England alone it is estimated that after 
the Black Death (bubonic plague 1348-9) 
the population was reduced from four mil- 
lion to two million. According to Gibbon, 
the historian of the Decline and Fall of the 
Roman Empire, the plague in the time of 
Justinian, which lasted from 542 A. D. to 
594, resulted in the death of one hundred 
million persons. In the wake of the pesti- 
lence were vacant houses, abandoned towns, 
neglected agriculture, paralysis of all forms 
of industry, a redistribution of both wealth 
and poverty; the governing classes were de- 


*Boccacio was thirty-five years old at the time of the 
Black Death in Italy. 

*Hans Holbein, the younger (1497-1543) was a victim of 
the plague though not of a great pandemic plague. Among 
the great men whose lives were cut short by plague other 
than the historic pandemics may be mentioned William Gil- 
bert (1540-1603) physician to Queen Elizabeth. Gilbert is 
noted for his pioneer researches in Magnetism and Electric- 
ity; of him Dryden wrote: 

“Gilbert shall live till lodestones cease to draw 
Or British fleets and boundless ocean awe.” 
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prived of their authority; arable lands were 
turned to pasturage. 


There was also a psychological change as 
manifest in a dominant fatalism as well as 
laxity of morals. There was an absence of 
self-restraint, particularly when the poor 
found themselves in possession.of suddenly 
acquired riches. Of course, some were so- 
bered and looked to the future for a way 
out of it all, and as a result of the rational- 
ity of the few, we had the beginning of the 
defense against epidemic disease. The early 
efforts toward control were feeble. As one 
authority stated, ‘““The Black Death came to 
an end in 1349 and in 1666 not on account 
of direct action taken, but because it had 
spent its force and exhausted the suscep- 
tible material.”” The early defenses against 
epidemic disease were of a social nature, 
namely sanitation, the burning of infected 
material, though, needless to say, the nature 
of infection was not known; the supervision 
and isolation of the sick, and by quarantine, 
since it had been learned that the disease 
spread by contact. Nothing could be ex- 
pected of the medicine of the day, which 
at best was crude and unscientific. Even 
during the later plague of 1665 of which 
Sydenham was contemporary, the father of 
modern medicine is said to have taken no 
part in the relief of the suffering nor in 
prevention, but left London to her fate. 


The effect upon England of the great 
mortality from the Black Death was little 
short of a complete social revolution in 
which the poor of the nation were the chief 
sufferers. Thorold Rogers wrote, “It is well 
known that the Black Death in England at 
least spared the rich and took the poor. And 
no wonder. Living as the peasantry did in 
close, unclean huts, with no rooms above 
ground, without windows, artificial light, 
soap, linen; ignorant of certain vegetables, 
constrained to live half the year on salt 
meat; scurvy, leprosy and other diseases 
which are engendered by hard living and 
the neglect of every sanitary precaution 
were endemic among the population.’’* 


The Black Death had a far different effect 
upon England from what malaria had upon 
Greece or the pestilence upon Justinian 
Rome. Feudalism had survived in a modi- 
fied form into the fourteenth century not 
only in England but over much of Europe. 
Parenthetically, Feudalism dominated prac- 





*Fortnightly Review. Chapter VIII, page 192. 
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tically the whole of western Europe. Its 
growth was not sudden but insidious, and 
it is needless to say the effect upon the 
people was profound. Perhaps we approxi- 
mate the truth when we say its decline was 
as gradual as its evolution, since it yielded 
only to the great commercial forces of voy- 
age and discovery, of trade and commerce, 
and finally to the mechanization of industry. 
Traces of it are still evident, particularly 
in the history of law. As late as the seven- 
teenth century a form of feudalism was 
introduced from France into Canada known 
as the signorial system. It is not apropos 
of the subject to go into details in regard 
to the operation of feudalism, except that 
the king owned the land. which was par- 
celled out to the barons, who in turn sublet 
it to their vassals. The remuneration was 
a matter of service, which each was bound 
to render to his superior, from peasant to 
king. Eventually, instead of rendering serv- 
ice to the lord for use of the land, many 
serfs had come to discharge the obligation 
in money. The villeins who paid in money, 
however, were not entirely free from the 
soil. The reduction in population brought 


about by the plague produced a great scar- 


city of labor and as a result the price of 
labor rose to such a degree that the lords 
were unable to hire, and as a result many 
thousands of acres of land remained untilled. 
Many of the landlords solved their labor 
problems, as we have said, by turning their 
holdings into sheep pasture which required 
the service of only a shepherd. Parliament 
endeavored to legislate in the interests of 
the landlord by a Statute of Labor, which 
endeavored to fix wages, and prices also, at 
the old standards. Statutory limitation of 
wages failed, however, in the face of the 
inexorable law of supply and demand. The 
effort to regulate wages culminated eventu- 
ally in the Peasant Revolt. 

The Black Death in reality produced a 
marked change in the temper of the surviv- 
ing lower classes in the last half of the 
fourteenth century. During this period we 
have the beginning of our modern labor 
movement. The peasant became class con- 
scious and began to demand rights. The 
slogan of the times was: 


When Adam delved and Eve span, 
Where was then the gentleman? 


There was general withdrawal of alle- 
giance to the medieval church and state and, 


Jour. M.S.M:! 


according to Trevelyan, exalted by this new 
order of ideas, the peasants carried on the 
struggle for their freedom. 

The other great plague in England was 
that of 1665. It appears to have pursued 
a similar direction to that of 1348, namely, 
from Asia, along the Mediterranean coun- 
tries, thence northward through Italy to 
Holland, where it was reported of a violent 
character at Rotterdam and Amsterdam in 
1663. It reached London early in Decem- 
ber, 1664, and the following year produced 
great mortality. We get a graphic account 
of its ravages in DeFoe’s* Journal of the 
Plague Year. “If I may be allowed to give 
my opinion,” writes DeFoe, “by what I saw 
with my eyes and heard from other people 
that were eye-witnesses, I do verily believe 
the same, viz., that in London there died 
at least 100,000 of the plague only, besides 
those that died in the fields and byways and 
secret places out of the compass of the com- 
munication, as it was called, and who were 
not put down in the bills though they really 
belonged to the body of the inhabitants.” 

In the suddenness and severity of onset 
and the great mortality among the afflicted, 
the plague and the Black Death of the four- 
teenth century were, as has been said, the 
same. Interesting are the accounts of the 
two famous diarists of the mid-seventeenth 
century. Samuel Pepys’ entries in his diary 
are as follows: 


“June 21st.—I find all the town going out of town, 
the coaches and carriages being all full of people 
going into the country.” 

“June 25th—The Plague increases mightily, I this 
day seeing a house, at a bitt-maker’s over against 
St. Clement’s Church, in the open street, shut up; 
which is a sad sight.” 

“June 28th—On my way to Westminister Hall I 
observed several Plague houses in King’s Street 
and the Palace.” 

“June 29th—To Whitehall, where the court was 
full of waggons and people ready to go out of 
town. This end of the town every day grows very 
bad of the Plague. The Mortality Bill is come to 
267; which is about ninety more than the last.— 
Home; calling at Somerset House, where all were 
packing up too.” 

“August 30th—I went forth and walked towards 
Moorfields to see (God forgive my presumption) 
whether I could see any dead corpse going to the 
grave; but, as God would have it, did not. But 
Lord! how everybody looks, and discourses in the 
street of death, and nothing else, and few people 
going up and down, that the town is like a place 
distressed and forsaken.” 

“September 6th—To London, and there I saw 


*Daniel DeFoe (1659-1731) known to every schoolboy as 
the author of Robinson Crusoe, was only six years old at the 
time of the outbreak of the Plague. Even giving him credit 
for a vivid imagination, he must have been a precocious 
child to remember so much of the happenings of the sixth 
year of his life. 
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fires burning in the streets, through the whole city, 
by the Lord Mayor’s order. Thence by water to 
the Duke of Albemarle’s (at Whitehall): all the 
way fires on each side of the Thames; and strange 
to see in broad daylight, two or three burials upon 
the Bankside, one at the very heels of another; 
doubtless all of the Plague; and at least forty or 
fifty people going along with every one of them.” 
“January 19th—It is a remarkable thing how 
infinitely naked all that end of the town, Covent 
Garden, is at this day, of people; while the city 
is again almost as full of people as ever it was.” 


John Evelyn’s notes are: 


“August 28th—The contagion still increasing and 
growing now all about us, I sent my wife and whole 
family (two or three necessary servants excepted) 
to my brother’s at Wotton, being resolved to stay 
at my house myself and to look after my charge, 
trusting in providence and goodness of God.” 

“September 7th—I went all along the city and 
suburbs from Kent Street to St. James’s, a dismal 
passage, and dangerous to see so many coffins ex- 
posed in the streets, how thin of people; the shops 
shut up, and all in mournful silence, as not know- 
ing whose turn it might be next; there perishing 
nearly 10,000 poor creatures weekly. I sent to ye 
Duke of Albemarle for a Pest-ship, to wait on our 
infected men, who were not a few.” 

“October 11th—Went through the whole city, 
when having occasion to alight in several places 
about business of money, I was environed with 
multitudes of poor pestiferous creatures, begging 
alms; the shops universally shut up, a dreadful 
prospect.” 

A condition that must not be overlooked 
is the famine pestilences that prevailed in 
England and doubtless in western Europe 
from the seventh to the beginning of the 
fourteenth century. The chief cause was the 
backward condition of agriculture whereby 
the food supply was sorely deficient. Not 
only was insufficient land cultivated, but the 
produce was of a poor quality. A poor 
harvest year along with unsatisfactory in- 
tercommunication greatly aggravated the 
almost intolerable conditions that prevailed. 
Undernourishment produced a low quality 
of physique, fruitful soil for consumption, 
scrofula, dysentery, “falling sickness,” pal- 
sies, St. Vitus dance, jaundice, dropsies, and 
fluxes, boils, carbuncles, agues, bronchitis 
and putrid sore throat. 

According to Newman, the disappearance 
of famine pestilence soon after the thir- 
teenth century was due to extended and im- 
proved transportation. The first importa- 
tion of grain into England was from Hol- 
land and Germany in the thirteenth century. 

In a sense the effect of disease upon 
human history is similar to that of war. It 
cannot be estimated in either how much the 
world has lost in the early death of what 


might have been its most creative minds. 
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Like war, however, pestilential disease has 
not been without redeeming features; 
among the favorable results have been im- 
provement in sanitation, hygiene and other 
factors that enter into preventive medicine; 
in modern war in particular, necessity has 
speeded up discoveries and methods that 
otherwise might have been indefinitely de- 
layed. The wholesale carnage of war and 
of disease are the same. War and disease 
each acts as a check on population, yet so 
persistent is the will to live, that population 
in either case is sometimes restgred within 
a generation. The species means more to 
nature than the individual. 


“So careful of the type she seems, 
So careless of the single life.” 


The power inherent in man, to come back 
after calamity or catastrophe transcends all 
reverses. “Many are the wonders of the 
world,” wrote the ancient Greek poet,* “and 
none so wonderful as man. **** All fertile 
in resource, resourceless never meets he the 
morrow; only death he wants the skill to 
shun. But many a fell disease the healer’s 
art hath foiled. So soaring far past hope, 
the wide inventiveness of man finds diverse 
issues good and ill.” 

The control of disease through the evolu- 
tion of preventive medicine has also affected 
human history during the last one hundred 
years. It is clearly to be seen, that the elim- 
ination of such diseases as yellow fever, 
typhoid, smallpox and a number of other 
ailments has. resulted in the advancement of - 
the average span of human life so that at 
present it is over fifty-six years. True too, 
the advancement of the average age has 
been due in great measure to decrease in in- 
fant mortality. But all this is another story. 
Preventive medicine has resulted in the sur- 
vival of thousands of men and women who 
have attained a vigorous age at a time of 
life when a century or more ago, such per- 
sons would have been considered aged and 
therefore inactive. Closely associated with 
the problem of vigorous old age is that of 
unemployment. With the mechanization of 
industry the race has been for the most part 
to younger men, thereby practically elim- 
inating from industry many who have 
passed the half-century milestone. We are 
left, therefore, with a problem of adjust- 
ment which waits to be solved. 





*Sophocles Antigone. 
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COMMUNICABLE DISEASES IN 1933 


Although data concerning the number of 
deaths from communicable diseases is not 
yet available for the year 1933, the number 
of cases has been tabulated. All diseases 
show a decline, as compared with 1932, in 
the number of cases reported, with the ex- 
ception of scarlet fever. 


1933 
3982 
7001 

437 
1143 
11668 


1932 

4914 
7014 
522 
1204 
12927 

15104 


Pneumonia 

Tuberculosis 
Typhoid Fever 
Diphtheria 
Whooping Cough 
Scarlet Fever 16269 
Measles 21643 3941505 
Smallpox 46 216 
Meningitis 84 132 
Poliomyelitis 93 120 
Syphilis 7667. ~=11992 
Gonorrhea 6429 6947 









































Although pneumonia is not reported at all 
completely, the number of cases reported in 
one year as compared to another does give 
some index as to the incidence. It would 
appear that pneumonia cases were somewhat 
less numerous in 1933. 

The decrease in the number of cases of 
tuberculosis is too slight to be of signif- 
icance. There has been a steady decline in 
the incidence as based upon the number of 
deaths. The case-finding campaign put on 
by the Michigan Tuberculosis Association, 
health departments and others, is resulting 
undoubtedly in the discovery of a large per- 
centage of the existing cases. 


Although efforts to find all typhoid fever | 


cases were intensified during 1933, the num- 
ber of cases located is actually less than for 
1932. 

Even though seven months of the year 
showed more cases of diphtheria reported 
than for the corresponding months of 1932, 
the year ended with a new low total. The 
decrease, however, is not great and it would 
appear that we must further intensify our 
efforts in immunization if we are to con- 
tinue the rate of decline as heretofore. 

The number of cases of whooping cough 
reported is somewhat less than in 1932 but 
is a little above the mean for the past five 
years. ‘This disease is very poorly reported, 
many cases not having an attending phy- 
sician and others having one at a time when 
diagnosis cannot be made. 

Scarlet fever is the only disease to show 


an increase over the previous year. There 
is some question as to how much of this 
increase is real. Efforts of full-time health 
departments in cities and counties have un- 
doubtedly brought about the reporting of a 
higher percentage of cases. Nevertheless, 
it is evident that the incidence of the disease 
is not declining and may be increasing while 
the fatality rate is declining rather rapidly. 

For the major part of the state, 1933 was 
not a “measles year.” The number of cases. 
is as high as it is because of the fact that 
this was Detroit’s “measles year.” 

The low incidence of smallpox is remark- 
able and hard to understand. It is true that 
there has been a considerable amount of 
vaccination but certainly not enough to ac- 
count for the almost complete absence of 
the disease. 

There was a decrease of more than one- 
third in the number of cases of meningitis 
reported. The only form of meningitis that 
should be included in these figures is menin- 
gococcus meningitis. However, many re- 
ports do not specify the etiologic organism, 
and it is probable that other forms are in- 
cluded. 

Poliomyelitis also shows a decline. In 
the outbreak year of 1931 there were 1,137 
cases reported. 

The decrease in the number of cases of 
syphilis reported is no doubt more apparent 
than real. A number of factors have con- 
tributed to the reporting of less cases. 

A slight decrease in the number of cases 
of gonorrhea reported is not very significant 
and is also probably more apparent than real 
and is not a true index of the incidence. 


C. @. &. 





PHYSICIANS SHOULD CHECK THIS LIST 
TO DETERMINE WHETHER OR NOT 
THE LABORATORY THAT THEY ARE 
USING IS REGISTERED, THERE- 
FORE, CHECKED FOR DE- 
PENDABILITY 


The following laboratories are registered and ap- 
proved by the Michigan Department of Health for 
the serum diagnosis of syphilis under Act No. 45, 
Public Acts of 1931 (An act to protect the public 
health; to provide for the registration and super- 
vision of public laboratories making chemical, sero- 
logical and/or bacteriological laboratory tests to aid 
in the diagnosis and/or control of communicable 
disease; and to prescribe penalties for violatiom 
thereof) : 
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ACCREDITED REGISTERED LABORATORIES IN MICHIGAN DOING SERUM DIAGNOSIS OF SYPHILIS 


No. Laboratory 
5 St. Joseph’s Mercy Hospital 
161  Alway Private Hospital 
6 University of Michigan Hospital 
9 i 4A Creek Sanatarium 
11 Post Montgomery Hospital 
70 Nichols Memorial Hospital 
14. Mercy Hospital 
13 TT Department 
76 W. L. Brosius Laboratory 
140 Chas, "Godwin Jennings Hospital 
18 ag ag: s Hospital 
100 L. Clark Clinical 
17 Delray General Hospital 
1 Detroit Department of Health 
113 Evan. Deaconess Hospital 
136 Florence Crittenton Hospital 
88 Dunbar Hospital 
21 Grace Hospital 
73 Harper Hospital 
22 Henry Ford Hospital 
23 H. A. Meinke Laboratories 
142 Medical Laboratory 
24 National Pathological Laboratory 
25 Owen Clinical Laboratory 
26 Physicians’ Service Laboratory 
28 Receiving Hospital 
31 St. Joseph’s Mercy Hospital 
32 St. Mary’s Hospital 
139 G. H. Jordan Clinical 
156 Fairview Sanatorium 
157. Nottingham Clinical 
162 F. G. Buesser Clinical 
164 Detroit Clinical 
117 Woman’s Hospital 
27 Providence Hospital 
97 Eloise Hospital 
36 Hurley Hospital 
167 Allergic & Clinical : 
38 Blodgett Memorial Hospital 
40 Brotherhood Private Laboratory 
37. Butterworth Hospital 
41 St. Mary’s Clinical 


° 42 Western Michigan Clinical 
2 Western Michigan Division (Mich. Department of Health) Grand Rapids 


116 Cottage Hospital 
158 Nottingham Clinical 

94 Public Health Laboratory 

44 General Hospital 

3 Branch Laboratory (Mich. Department of Health) 
146 City Health Department 

46 New Borgess Hospital 

91 . Bronson Methodist Hospital 
163 N. W. Larkum Clinical 
165 McCullough-Robinson Laboratory 
69 St. Lawrence Hospital 
104 Mercy Hospital 
141 Diagnostic Clinic 

51 Macomb County Laboratory 
54 Mercy Hospital 

57 Oakland Co. Health Dept. 

56 Department of Public Health 
128° Pontiac State Hospital 
151. Newberry State Hospital 
118 Pawating Hospital Clinical 
111 Wm. H. Maybury Sanatorium 
83 Department of Health 

59 Central Laboratory 
168 Hart Clinic 
108 Clinton Memorial Hospital 

62 Traverse City State Hospital 
63 Wyandotte General Hospital 


CHILD HEALTH NURSING PROJECT 


A Child Health Nursing project was 
started in Michigan on February first under 
aC. W. A. grant. This is a state project, 
administered in Michigan as in other states 
by the Health Department, working in close 
cooperation with the state relief authorities. 
It is an emergency program, to be completed 
in two months, and intended to improve 
child health with special reference to nutri- 
tion and also to relieve unemployment 
among, nurses.. 

The type of program to be carried on in 
each county will depend upon local situa- 





Location Director 


Ann Arbor S. C. Howard, M.D. 
Ann Arbor ‘G. G. Alway, "M.D. 
Ann Arbor R. L. Kahn, Sc.D. 
Battle Creek Paul Roth, "M.D. 
Battle Creek A. A, Humphrey, M.D. 
Battle Creek (C. E. Roderick, M.D. 
Bay City W. G. Gamble, M.D. 
Bay City L. B. Harrison, B.A., M.A. 
Detroit W. L. Brosius, M. 
Detroit S. W. Wallace, M.D. 
Detroit M. K. Patterson, M.D. 
Detroit H. L. Clark, M.D. 
Detroit H. E. Cope, M.D. 
Detroit F. M. Meader, M.D. 
Detroit A. B. Pranian 
Detroit A. L. Amolsch, M.D. 
Detroit RI. Greenidge, M.D. 
Detroit C. I. Owen, M.D. 
Detroit P. F. Morse, M.D. 
Detroit F. W. Hartman, M.D. 
Detroit Dorothy Wolf, B.A. 
Detroit N. E. ‘Aronstam, M.D. 
Detroit F. J. Eakins, M.D. 
Detroit R. G. Owens, M.D. 
Detroit M. S. Tarpinian, B.S. 
Detroit O. A. Brines, M. 
Detroit W. L. Brosius, M.D. 
Detroit J. E. Davis, : 
Detroit G. H. Jordan 
Detroit R. I. Greenidge, M.D. 
Detroit Harriet B. Ainslie, B.S. 
Detroit F. G. Buesser, M.D. 
Detroit I. J. Zimmerman, M.D. 
Detroit M. A. Oginsky, M.D. 
Detroit | J. E. Davis, M.D. 
Eloise S. E. Gould, M.D. 
Flint G. R. Backus, M.D. 
Grand Rapids ‘H. G. Swenson, M.D. 
Grand Rapids W. M. German, M.D. 
Grand Rapids Jos. Brotherhood, M.D. 
Grand Rapids M. A. Miller, M.D. 
Grand Rapids G. L. Bond, M.D. 
Grand Rapids T. L. Hills, M.S., Ph.D. 
C. C. Young, D. P.H.. 
Grosse Pte. P. F. Morse, M.D. 
Grosse Pte. Park Harriet B. Ainslie 
Hamtramck P. A. Klebba, M.D. 
Highland Park P. F. Morse, M.D. 
Houghton C. C. Young, D.P.H. 
Jackson Doris E. Wilson, B.S. 
Kalamazoo 
Kalamazoo H. R. Prentice, M.D. 
Lansing N. W. Larkum, Ph.D. 
‘Lansing N. B. McCullough, B.S., M.S. 
Lansing L. C. Ludlum, M.D. 
Monroe R. W. McGeoch, M.D. 
Monroe oi Golinvoux, M.D. 
Mt. Clemens S. J. Peltier, M.S. 
‘Muskegon A. A. Spoor, M.D 
Pontiac V. K. Volk, M.D 
Pontiac A. Thompson, B.A. 
Pontiac E. A. Christian, M.D. 
Newberry C. B. Toms, M.D. 
Niles Alice Gracy, M.D. 
Northville H. S. Willis, M.D. 
Roseville F. T. Zieske, M.D. 
Saginaw O. W. Lohr, M.D. 
St. Johns T. Y. Ho, M.D. 
St. Johns T. Y. Ho, M.D. 
Traverse City R. P. Sheets, M.D. 
Wyandotte C. M. Crum, B.S. 


tions. Those counties having full-time 
health departments or public health nurses 
will use the nurses to supplement their staff 
in their regular program as it applies to 
children.. In counties where there is no or- 
ganized public health machinery, the general 
plan provides that the nurses concentrate 
their efforts on the promotion of measures 
to safeguard the nutrition of children, espe- 
cially of those in families on relief. This 
will probably include home calls, instruction 
of the mother in low cost diets, arrange- 
ment with the family physician for the 
examination of special children and the cor- 
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rection of emergency defects, or the pro- 
vision of supplementary feeding. Both pre- 
school and school children are to be con- 
sidered in the program. 

Registered graduate nurses from relief 
and reémployment lists are to be used in 
the project. The Michigan plan calls for 
100 nurses and seven supervisors. The 
supervisors will be nurses with public health 
training or experience, and, so far as pos- 
sible, the nurses chosen for county work 
will have had some public health training. 
However, because of the lack of unem- 
ployed public health nurses in the state, it 
will be necessary in many instances to hire 
nurses who have had no public health 
training. 

While the project was designed primarily 
to improve the nutritional status of chil- 
dren, in communities that already are meet- 
ing the needs along this line, immunization 
work is advised, or any other phase of a 
general child health program that local con- 
ditions warrant. 





A NATION-WIDE SURVEY TO DETERMINE 
DENTAL NEEDS 


Authorized by the American Dental As- 
sociation and with the cooperation of the 
U. S. Public Health Service, a nation-wide 
survey is under way to determine dental 
needs, especially among grade school chil- 
dren. By using uniform blanks, with uni- 
form instructions, it is hoped to secure first 
hand facts in a more comprehensive and 
authoritative fashion than has been possible 
heretofore. 

In most of the states, including Michigan, 
the survey is now under way. In this state 
it has the endorsement of the Michigan 
State Dental Society, the Michigan Depart- 
ment of Public Instruction, and the Michi- 
gan Department of Health. The Bureau of 
Mouth Hygiene of the latter department is 
organizing the survey. The examination 
blanks are furnished by the U. S. Public 
Health Service and the Service will tabu- 
late the findings when the survey is com- 
pleted. The Michigan Department of Health 
is furnishing a leaflet on children’s teeth, 
and a notice card for a follow-up by the 
teacher where the survey is carried on. 

The local dentists in every county are 
being asked to give the necessary time to 
make the survey as their part in this under- 
taking, and for the most part they are 
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showing a hearty response. They are not 
required to examine all the grade school 
children in the county but to make a selec- 
tion of schools in such a way as to give 
an accurate cross section. However, in some 
counties the local dentists have taken up the 
project with so much enthusiasm that they 
expect to examine all of the children. This 
has been true in Branch, Mason and Manis- 
tee counties. 

The examination must be completed by 
May 1, and it is hoped to have the data 
analyzed for a report before the American 
Dental Association meeting in St. Paul in 
August of this year. 

W. R. D. 





LOW BACK PAIN, WITH ESPECIAL REF- 
ERENCE TO ARTICULAR FACETS WITH 
PRESENTATION OF AN OPERATIVE 
PROCEDURE 


Ralph K. Ghormley, Rochester, Minn., feels not 
only that are the facets the cause of sciatic pain, but 
that they may be the cause of lumbosacral pain with 
or without sciatic pain. Particularly those patients 
who complain of a sudden onset of pain low in the 
back, brought on by some activity, often trifling in 
its severity but usually involvine a twisting or rotary 
strain of the lumbo-sacral region, are, in all prob- 
ability, usually victims of the “facet syndrome.” 
These patients often present sciatic scoliosis, which 
may be homolateral, contralateral or alternating. 
With the onset of sciatic scoliosis, muscle spasm sets 
in, and this, although splinting in action, forces the 
irritated surfaces of the facets together more firmly. 
Until this muscle spasm subsides or some change 
in the position of the surfaces of the facets takes 
place, as by manipulation, the pain may persist. Ac- 
tual sciatic pain may or may not be present at once. 
It often appears later in the disorder to complete the 
facet syndrome. In those cases in which the roent- 
genogram reveals narrowing of the fifth lumbar 
intervertebral space, with consequent flattening of 
the disk, much abnormal strain must be thrown on 
these facets. It is obvious that, with narrowing of 
the disk, overriding of the surfaces of the facets 
must take place. With this abnormal contact, trau- 
matic arthritis is likely to be set up, which in time 
must produce symptoms not only of lumbosacral 
pain but of sciatic pain as well. The sciatic pain 
in these cases seems more likely to be caused by 
pressure on the nerve or nerve sheath exerted by 
the facet than by the intervertebral disk. It is 
possible, too, that the surfaces or margins of the 
facets may be fractured by undue stress or strain. 
The mechanical strain placed on these surfaces when 
the spinal column is forcibly hyperextended must be 
great; such traumatic changes probably are present 
in many more instances than have been recognized 
heretofore. The author concludes that proof of 
these changes is in many instances difficult to secure, 
but much aid in establishing such a diagnosis will 
be derived from the use of oblique roentgenograms 
of the lumbosacral region. Before operative treat- 
ment is decided on, the surgeon must be certain of 
the joints to be Stabilized or the result may be 
poor. The author describes a combined lumbosacral 
and sacroiliac fusion, which has proved much more 
satisfactory than any other type of operative pro- 
cedure.—Journal A. M. A. 
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A NEW ERA IN MEDICINE 


In reviewing the work of the Michigan 
State Society Survey before the Secretaries 
Conference in Chicago the statement was 
made: “In 1931 the House of Delegates 
recognized that we were in a twilight zone 
between an era that was past and a new 
era whose dawn was still invisible.’’ This 
year, 1934, we are partly able to see certain 
signs in the lights that are breaking on the 
horizon that induce one to conclude that 
the dawn is breaking on a new era whose 
potentialities are concerned largely with 
many political, and also undoubtedly with 
momentous social changes. These impelling 
changes will alter and in some respects wipe 
out some of the principles that have guided 
us in the past. There are bound to be 
changes in human relations. 

These changes are becoming more and 
more evident. Much as we resent them, it 
may be impossible to prevent them; much 
as we decry public and government control, 
it is becoming more and more inevitable. 
The conditions which brought it on were 
not created overnight. They have been de- 
veloping over a score of years in various 
movements till now they loom up so that 
he who is capable of discerning may note 
the social trend. 

* *.* 


The expansion of our school systems cre- 
ated by public demand, now provide the 
refinements of education in art, music, radio, 
carpentry, mechanics, designing, athletics, 
gymnasium, cooking, clinics and what not, 
the cost of public health services, the care 
of the widow and child, the care of the 
aged, inspection of factories, conditions of 
work. Study these and all other social 
movements and one perceives in each a pub- 
lic desire and determination that govern- 
ment, federal, state and local, take over such 
obligations. Nor has the social concept been 
limited to these innovations. Steadily have 
we added to this structure until the crisis 
of the past three years has caused a broad- 
ening of the inclusions and in each instance 
society has turned to government for a solu- 
tion. Today the banker has yielded to ~~ 
ernment control. Deposits are insured; 
terest is no longer paid on daily caine 
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rules of banking operations have been for- 
mulated and dictated by federal and state 
government. The N. R. A. with its business 
codes governs business. The farmer has 
turned to government for aid and his work 
is regulated and a premium paid to him. 
Government has accepted the laborer as its 
ward and provides not only work but medi- 
cal care for him and his family in addition. 
The stock broker, exchange and salesmen 
have been brought under government con- 
trol and direction. Conditions under which 
they may transact business have been im- 
posed and certain bonds and stocks are 
insured by the government. 

. 


The legal profession are officers of the 
court and subject to legislative and govern- 
ment control. In economic crises people 
turn to the government for a solution of 
their problems and expect it to assume their 
responsibilities. Personal obligations and 
trials have been surrendered to government, 
to which appeal for help has been made and 
heard. These facts indicate the social trend. 
Society, as we have said, now looks to gov- 
ernment for solution and help. 

a. a. 


Medical care is a social problem which 
remains unsolved; it has become a matter 
with which society concerns itself. As has 
been repeatedly stated, if the medical pro- 
fession does not find a solution of the prob- 
lem, society will turn to the government for 
a solution as it has done in business, bank- 
ing, education, industry, finances and farm- 
ing. Government, as we have said, has 
created standards, codes, conditions and 
regulations that have wiped out many long 
established customs and has brought about 
a new attitude whenever it has come to the 
relief of society. 


Social influence is powerful. Will it 
eventually concern itself with the socializa- 
tion of medicine? Will government assume 
all health responsibilities? In the new era, 
where will medicine stand? We are gravely 
concerned, for the answer will be that medi- 
cine may become society-government con- 
trolled. Society is recording influence and 
effects that none can deny; will they involve 
medicine? Medicine must recognize the new 
day, the new era, with its changed social 
relationship. It must accept leadership and 
bring about for itself that which govern- 
ment will prescribe if we fail to erect a pro- 
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gram of medical services demanded by 
society for the solution of its medical and 
health problems. 


“It is for medicine to recognize a new day in 
social relationship and, rather than to be driven to 
new ideals of service, to accept leadership which 
should naturally flow to it because of the great men 
who dominate its work and its destiny. Rather, 
I would see medicine, which down through the 
centuries has been moved by outside forces and 
influences, assume a new leadership—not merely 
that of the laboratory or clinic, the bedside or the 
hospital, but a leadership in thought and ideal in 
those fields that secondarily affect medicine and by 
that leadership make medicine the protagonist of 
a new and great era, rather than the maid servant 
of those who, leading in other sociological fields, 
by secondary influence shape the destiny of medi- 
cal practice.” 


These references are based upon an ad- 
dress delivered by the Hon. Joseph V. 
McKee before the New York Academy of 
Medicine and from which free quotations 
of thought as well as the above paragraph 
have been made. The handwriting of the 
new era may be seen upon the wall. Will 
organized medicine heed the warning and 
initiate such leadership or will an attitude 
of watchful waiting characterize our course 
till we find society taking over the helm? 

The answer rests with the House of Del- 
egates. The responsibility, the decision lies 
with each individual delegate. The admin- 
istrative officers of organized medicine are 
restrained till organized medicine, through 
its delegates, have spoken the command to 
act promptly. 

“The Hippocratic oath speaks of an ideal for 
the physician: ‘I will look,’ it says, ‘upon him 
who shall have taught me this Art as one of my 
parents. I will share my substance with him and 
I will supply him necessities if he is in need... . 
The regime I adopt shall be for the benefit of 
my patients according to my ability and judgment 
and not for their hurt and for any wrong.’ 

“This is the dedication, the consecration of the 
physician to the ideals of his profession. But more 
that is asked of him today. With these great socio- 
logical movements under way and even at fruition, 
it calls on him not merely to complain, not merely 
to disagree, not merely to debate, but to find a 
fuller and freer and a greater place for medicine, 
not only in the curing of human ills but in the great 
regime to make life better and happier and nobler 


—to bring to humankind some of the happiness on 
earth that the elect expect of heaven.” 





PROFESSIONAL PESSIMISM 


There are many members of the medical 
profession who feel that their calling is mis- 
understood by the public and that it is not 
held in the high esteem to which it is en- 
titled. This feeling, however, is not peculiar 
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to medicine. The lawyer shares it; we have 
heard him say so. Doubtless the clergyman, 
the cure of souls, feels that he is not re- 
spected to the degree his cloth should entitle 
him. The esteem in which professional 
groups are held depends largely upon the 
persons composing the groups and not the 
body of knowledge or practice that makes 
up the specialty. Medicine started out as a 
religion, during which period the respect 
and esteem it was held in amounted to ven- 
eration. The medicine man of the Indian 
or of the aboriginal tribes is a matter of 
awe to his clientele. He is a dispenser of 
mystery. The more scientific medicine be- 
comes and the less a mystery, the less medi- 
cine will be accorded that veneration which 
is akin to worship. The personalities who 
make up any profession will always receive 
the respect to which they are entitled. 


Of law, medicine or theology, medicine 
would seem to be the choice of the laity 
if the desire on the part of young men to 
enter it is any criterion. Medical schools 
of the United States have for many years 
a greater number of applicants for the study 
of medicine than can be accommodated. In 
so high a regard for some reason or other 
is medicine held that every year young men 
who cannot gain access to our own medical 
schools, go abroad to study and to graduate 
and look forward to returning to their na- 
tive land to practice. 


Then there is another side to it. We are 
apt to become impatient when we find pro- 
posed legislation, which seems to us im- 
portant, so lightly regarded by lawmakers 
that it is either held up in committee or 
passed in such a distorted way as to render 
it futile. We must not forget that the 
actions of the public at large are apt to be 
destructive and almost never constructive. 
The average of mankind tends to pull down 
everything to its own level. In any depart- 
ment of human endeavor advancement or 
constructive effort is the work of outstand- 
ing and able personalities and almost never 
of the people at large. This seems to be 
a matter of crowd psychology. Viewing it 
in this way, the action of legislators in feel- 
ing that the chiropractor, osteopath and the 
naturopath, et hoc genus ommne, should have 
a fair show along with the medical profes- 
sion, can be readily explained. The unfortu- 
nate thing is the inability of supposedly 
intelligent persons to distinguish between 
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what is scientific (the chemistry, physics, 
and biology which go into the body of 
knowledge of medicine are in every sense 
scientific) and what is pseudo science. 





TAXATION 


According to statistics published in the 
United States News, in 1928 there were in 
this country 500 persons with incomes of 
a million dollars a year or over, and 43,000 
persons whose incomes were fifty thousand 
a year. Four years later, there were only 
twenty-five persons with incomes of one 
million dollars or over and less than 8,000 
persons whose annual incomes had reached 
fifty thousand dollars. It is also said that 
less than three per cent of the whole popu- 
lation of the United States has paid income 
tax into the Federal treasury. The figures 
for last year have not yet been published, 
but it is everywhere evident that individual 
wealth has shown a marked decrease. 

Yet the demand for money has been at 
no time in the past as great as it is today, 
considering the extensive federal program 
of relief. With very few large incomes to 
tax, it is plain that increased taxes for thou- 
sands who have never felt such tax burdens 
before must needs be the order of the near 
future. That tax which is shared by all is 
the most scientific, the most just, if that 
term may be used to describe taxation. The 
sales tax is in many respects the fairest tax 
ever imposed, since it is impartial. One pays 
as he buys. In a democracy an income tax 
in which all the income of every person 
would be taxed, would be fair, for then one 
would pay as he earns; only those who had 
no income would be exempt. And property 
which yielded no income would not be sub- 
ject to confiscation for taxation. After all, 
taxes paid on real estate and on personal 
property are paid out of income. Property, 
real or personal, is a dead thing when it is 
not earning. Everyone would be interested 
in civic, state and national economy if he 
shared the burden, and if he were not able 
by his democratic vote to shift it to a help- 
less minority. Such scheme of taxation, 
however, has never been popular with the 
office-seeking politician. With the elimina- 
tion of large incomes, there will be no alter- 
native but eventually to make taxation as 
democratic as the vote. This is not to be 
construed as an editorial plea for more taxa- 
tion but such an apportionment of taxation 
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that will include an equable share to each 
earner who has a voting voice in federal, 
state and local government. Had such a 
custom prevailed during the past two dec- 
ades, the resultant thrift would have forti- 
fied the nation to a large extent against the 
world depression that confronts us today. 





GEORGE EDWIN McKEAN 


The death of Dr. George E. McKean has 
removed one of the most prominent mem- 
bers of the medical profession of the state. 
His influence as a clinical teacher of medi- 
cine is wide owing to the large number of 
graduates of the Detroit College of Medi- 
cine and Surgery in active practice in this 
state and elsewhere, who have derived in- 
spiration from his teaching. The influence 
of a great teacher makes for immortality. 
Dr. McKean was endowed with a person- 
ality that endeared him to everyone he met 
and made them feel they knew him well, 
even on very brief acquaintance. Initial in- 
troductions often ripened into friendship as 
the years passed. To those who knew him in- 
timately he was a man of a happy disposi- 
tion with a sustaining philosophy of life and 
an endless charity for the frailties of human 
kind. Always a kindly humanitarian, 


“He scarce had need to doff his pride or slough the 
dross of earth— 


Even as he trod that day to God so walked he from 
his birth, 


In simpleness and gentleness and honor and clean 
mirth.” 


Such a physician was ever indemand. His 
presence in the sick room was as salutary as 
any medicine or method of treatment could 
be. He was a rational therapeutist. Any 
prescription, whether drug, rest or absti- 
nence from medication, was the result of 
careful thought and diagnosis. 


Dr. McKean had varied interests. He 
was not all work and no play. He enjoyed 
golf. He also enjoyed reading and had a 
high appreciation of the classic in literature. 
He had great satisfaction in his family; 
talking over the economic reverses of the 
recent past, common to all of us, he said 
there was one investment on which he had 
realized to the full—and that was his three 
sons, and what else mattered after all? His 
loss as a beloved physician and friend is ir- 
reparable, yet he lived such a life that, now 
that the end has come, the words about Mr. 
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Valiant-for-Truth seem singularly appro- 
priate: 


““My sword I give to him that shall succeed me in 
my pilgrimage, and my courage and skill to him 
that can get it. My marks and scars I carry with 
me, to be a witness for me, that I have fought the 
battles of Him who will now be my rewarder.’ 
When the day that he must go hence had come, 
many accompanied him to the riverside, into which 
as he went he said: ‘Death, where is thy sting?’ 
And as he went down deeper, he said: ‘Grave, 
where is thy victory?’ So he passed over, and all 
the trumpets sounded for him on the other side.” 





THE HOSPITAL* 


The hospital in all stages of its develop- 
ment has been an instrument of incalculable 
value in the progress of medicine. At an 
early date, men realized that the collocation 
of the sick would advantage both patient 
and physician, and for centuries several 
types of institutions were available for this 
purpose. Among the first of these were the 
temples of Egypt, Greece and Rome, where 
patients gathered with the expectation of 
receiving divine aid, perhaps supplemented 
by that of priests or physicians. To the 
Greek medical schools likewise came many 
attracted by the fame of the teachers. Simi- 
larly, in the larger centers of Greek and 
Roman culture, the clinics or ’tatpta of the 
Greek physicians served as places of con- 
sultation. More important than any of 
these earlier institutions, however, was the 
hospital in which greater attention was 
directed to the physical comfort of patients, 
where incurable or dying patients were giv- 
en solace, and where the poor were as wel- 
come as the rich. 


From its inception, the hospital was essen- 
tially a charitable institution, founded upon 
an altruism apparently inspired by religion. 
As early as the fifth century B. C., Buddhist 
homes for the sick and aged had been erected 
in Ceylon, and in the second century B. C., 
their number was augmented by King Dut- 
thagamini. The Hindu king Asoka (263- 
226 B. C.) likewise interested himself in the 
building of hospitals which he endowed not 
only for the care of sick and aged, but even 
for animals. Early Hindu records indicate 
the existence of asylums for the poor, and 





*This article is a continuation of the historical editorials 
as announced, the subject of which is “The Evolution 0 
Methods and Devices in the Development of Medical 
Science” in contradistinction to the story of personalities in 
the history of medicine. The hospital is here written up as 
an adjunct in the development of medical knowledge. 
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hospitals provided with physicians and nurs- 
ing facilities in the first and fourth centu- 
ries A. D. In Japan, near Nara, a Buddhist 
hospital was founded in 758 A. D., and dur- 
ing the Sung dynasty (660-1278), hospitals 
were built in China. 


The hospitals in Asia, although exempli- 
fying a philanthropic spirit, are only indi- 
rectly related to the modern hospital, which 
is primarily of Christian origin. The early 
Christian sects bordering the Mediterranean, 
despite their official suppression, attempted 
to follow the old Jewish custom of hospi- 
tality by sheltering the stranger and the 
sick. During the epidemic of Carthage in 
222 A. D., for instance, St. Cyprian and 
other Christians offered the use of their 
homes. When the persecution of Christians 
ceased, the secretive and desultory charities 
of individuals were supplanted by more ex- 
tensive public welfare work—and the hos- 
pital. Buildings were constructed and phy- 
sicians and attendants were employed: in 
providing gratuitous service. The earliest 
hospitals and homes for the aged in Europe 
were established under Constantine the 
Great (303-337). More extensive was the 
hospital founded by St. Basil at Czesarea in 
Cappadocia (369), an actual settlement con- 
sisting of pavilions for the sick, convales- 
cent homes, and residences for physicians 
and attendants. Before the end of the 
fourth century, a three hundred bed hospital 
had been erected at Edessa. Between the 
fourth and sixth centuries, there were sev- 
eral hospitals in Constantinople, the most 
important being those of St. John of Chry- 
sostom, St. Pulcheria, and St. Sampson. In 
Rome, Pope Symmachus (495-514) estab- 
lished three hospitals, and these were main- 
tained by succeeding prelates and emperors. 
Early in the seventh century, hospitals had 
spread to Alexandria, Ephesus and France, 
and to pagan countries as well as Christian. 


About this time, the Cistercian and Ben- 
edictine monasteries, adhering to the rule of 
St. Augustine, established infirmaries for 
the care of monastery inmates and stran- 
gers. Monasteries multiplied throughout 
Europe to reach their peak of development 
about the tenth century. Concomitantly, 
hospitals arose in association with the ca- 
thedrals, and one of these, the Hotel Dieu, 
is still in existence at Paris. Laymen were 
banded together in orders of chivalry, de- 
voted to the building and maintenance of 
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hospitals and to caring for the sick. The 
Knights of St. John (later of Rhodes, then 
of Malta), most important among the Hos- 
pitaliers, were organized before the eleventh 
century; the Teutonic Order of Northern 
Europe arose during the twelfth century, as 
did the more local Order of the Holy Ghost 
in Montpellier. During the following cen- 
tury, women were organized as the Hospital 
Sisters of Mercy of Jesus and were pledged 
to attend the sick night and day. 


By the end of the thirteenth century, 
there were great numbers of hospitals (per- 
haps as many as nineteen thousand) through- 
out Europe. Two factors were of great 
importance in this rapid multiplication of 
hospitals. The Crusades with their ensuing 
mobilization of great numbers of the popu- 
lation created an economic problem for the 
towns through which the Crusaders passed. 
The care of the pilgrims and soldiers was 
partly solved by the establishment of nu- 
merous hospitals. Furthermore, the preva- 
lence of great epidemics of leprosy during 
the twelfth and thirteenth centuries, prob- 
ably a consequence of the Crusades, required 
the isolation of affected persons, ‘so that 
many of the hospitals were founded as leper 
houses. Most of the hospitals were small, 
their capacity limited to from ten to thirty 
beds, although some of the larger hospitals, 
such as the Ospitale Majore of Milan, had 
more than two thousand. The system of 
wards was the general rule. 


Throughout the middle ages, the hospital 
was essentially a place of relief for the poor; 
service was given without charge, although 
wealthy patients were sometimes obliged to 
pay for their care. The patients obtained 
seclusion and nursing service, although very 
little in the way of medical treatment. The 
physicians and barber-surgeons who were 
employed were, on the whole, secondary 
factors in the hospital system, and very 
little in the way of hospital progress is evi- 
dent in Europe before the Renaissance, be- 
yond the idea of charity for the sick, the 
creation of places in which the sick could 
be gathered, and the organization of attend- 
ants for their care. The effect of Moslem 
hospital tradition and the establishment of 
medical schools were influences which made 
the hospital a more important factor to 
medicine. 


Among the Arabians, the cultural de- - 
scendants of the Greeks and Alexandrians, 
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the hospital became an effective medical 
institution. The medical tradition of the 
ancients had a powerful influence on the 
development of Arabian hospitals. In fact, 
the earliest large hospital was associated 
with the school of Jundishapur in Kurdi- 
stan, which was the center of Arabian medi- 
cine in the sixth century. With the later 
formulation of the Mohammedan religion 
and the expansion of the Moslem empire, 
hospitals were extensively increased both in 
number and size. Some of the later hospi- 
tals in Bagdad, Cairo, Syria and Moorish 
Spain became large and elaborately organ- 
ized. In Cairo is the oldest existing Moslem 
hospital which was built by Sultan Quala’un 
(1279-90), a group of huge buildings asso- 
ciated with a school and mosque. To a 
great extent, the development of academic 
medicine in Islam was due to the combined 
influence of the medical schools, the study 
of Greek medical texts, and the accumula- 
tion of clinical material in the hospitals 
which, although founded by the ruling class, 
were usually managed by physicians. 


As Greco-Arabic culture insinuated itself 
into Sicily and Spain, and later into Italy 
and other parts of Europe from the eleventh 
to the thirteenth centuries, the universities 
became centers of learning. Medical schools 
arose at Salerno, Montpellier, Paris, Bo- 
logna and elsewhere, and, with the influence 


of the schools, the European hospital ac- . 


quired a new importance in the development 
of medicine. It became the site for clinical 
studies, and the place in which surgical op- 
erations were performed. It served along 
with the university theater and the charnel 
house as a location for the studies of the 
renaissance anatomists. In these respects, 
the hospital acquired a distinctly modern 
character. 


From the fifteenth to the nineteenth cen- 
tury, the hospital continued both as a medi- 
cal and a charitable center, although many 
influences during this interval affected its 
organization. Through mismanagement, the 
control of a number of hospitals passed 
from the church to the cities with an ensu- 
ing change in their financial status. The 
decimating plagues of the period caused 
undue strain on the institutions so that in 
many cases the hospitals themselves were 
centers of contagion. The Reformation pre- 
cipitated a great upheaval in Catholic chari- 
ties, seriously affecting the hospitals of 
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northern Europe. The growth of industry 
and the migration of people to the cities re- 
sulted in overcrowding of the hospitals and 
frequent neglect of patients. Although the 
trials of the hospital during this period were 
great, the principles of its foundation en- 
abled it to survive. It was at this same time 
that the first hospitals were founded in 
Mexico, Canada, among the American colo- 
nies, and in Russia; likewise, many of the 
now famous British and continental hospi- 
tals were established. With the founding of 
hospitals in the American colonies, an inno- 
vation in hospital finance originated whereby 
all patients except the pauper classes were 
obliged to pay for service. So slowly was 
this method adopted in Europe that it was 
not until late in the nineteenth century that 
the pay system was first introduced into a 
number of English hospitals. 

Although hospitals have acquired char- 
acteristics differing among themselves in 
various countries during the past hundred 
years, the advances in medical science, the 
discovery of antisepsis and anesthesia, the 
provision for clinical laboratories, and the 
formulation of principles of public hygiene 
have brought the hospitals to a status of 
uniformity and excellence which had been 
impossible previously. The introduction of 
training schools for nurses during the latter 
half of the nineteenth century provided in- 
telligent and competent attendants. At its 
present stage of development, with its ex- 
tensive laboratories, operating rooms, and 
clinical facilities, and its excellently organ- 
ized provision for patients, the hospital has 
become the most important instrument yet 
available for the progress of clinical medi- 
cine. 

W. tT. BD. 





DR. CHARLES GODWIN JENNINGS 
HONORED 


February 28 and the Book-Cadillac Hotel were the 
time and place set apart by the medical profession 
of Detroit to do honor to one of their number who 
has served his generation long and honorably. It 
is fifty-five years since Dr. Jennings graduated in 
medicine and with the exception of time spent in 
post-graduate work and teaching and play he has 
been engaged in the active practice of his profes- 
sion ever since. In 1931 the regents of the Univer- 
sity of Michigan conferred upon Dr. Jennings the 
honorary degree of M.A. and the following year, 
the honorary degree of D.Sc. was conferred upon 
him by the College of the City of Detroit. Hon- 
orary degrees were never conferred with greater 
propriety. Both institutions in honoring Dr. Jen- 
nings honored themselves. 








ees ee wae 


Marcu, 1934 


Born in the state of New York in 1857, Dr. Jen- 
nings obtained his early education in the schools 
of Seneca Falls, and in 1875 he graduated_ from 
Mynderse Academy preparatory to entering Cornell 
University. He began the study of medicine, how- 
ever, in a preceptor’s office at Seneca Falls, and in 
1876 matriculated and entered upon the study of 
medicine at the Detroit College of Medicine, from 
which institution he graduated three years later. 
Dr. Jennings, however, has been a lifelong student. 
Even those days in which adult education was not 
as commonly undertaken as now, he took special 
courses in physics, chemistry, French, German and 
English literature with private tutors. Those of us 
who have attended Dr. Jennings’ clinical lectures 
have been impressed by his thoroughness in prep- 
aration and his clarity in presentation of his sub- 
ject. As a clinical teacher he ranks with the five or 
six outstanding clinicians of the United States of 
the past quarter of a century. His industry seems 
boundless as seen in a mere catalogue of his hospi- 
tal appointments, which is an imposing one. Attend- 
ing physician and chairman of the board of trustees 
and of the medical board of the Charles Godwin 
Jennings Hospital; consulting physician Harper 
Hospital (he was head of the department of Medi- 
cine and chairman of the Executive Committee of 
the Medical Board from 1912 to 1925); consulting 
physician to the Grosse Pointe Cottage Hospital, 
the Children’s Free Hospital, Detroit Tuberculosis 
Sanitarium, the United States Marine Hospital, St. 
Mary’s Hospital, 1882 to 1890, and attending physi- 
~~ to the Woman’s Hospital from 1895 to 1900. 

Jennings’ teaching positions have been for 
os ‘oak part in the Detroit College of Medicine, 
where he lectured on chemistry from 1881 to 1882, 
chemistry and diseases of children, 1883 to 1888, 
physiology and diseases of children 1889 to 1893 : 
he was professor of pediatrics from 1893 to 1895 
when he combined pediatrics and medicine to 1910. 
He was professor of medicine from 1910 to 1918. 


Perhaps no other physician in this state is so 
widely known throughout the nation in medical cir- 
cles as Dr. Jennings. His professional society mem- 
bership list, past and present, includes the following: 
Wayne County, Michigan State and American Medi- 
cal Associations. He was president of the Wayne 
County Medical Society in 1903; chairman of the 
section on diseases of children A.M.A. 1893, and 
vice-chairman of the medical section in 1920; Presi- 
dent of the Detroit Academy of Medicine, 1918; 
Master, American College of Physicians, chairman 
of the Board of Governors from 1927 to 1931, and 
in 1931 vice-president and regent. Jennings 
was president of the American Therapeutic Society 
in 1922 and president of the American Congress of 
Physicians in 1927. 


During the war he was first lieutenant of the 
Medical Reserve Corps U. S. Army 1917 and cap- 
tain of the medical corps U. S. Army 1917 to 1919. 
He by on duty at Camp Grant as chief cardiologist 
in 1917. 


Dr. Jennings has been a voluminous writer on 
medical subjects. He has been editor at different 
times of at least three national periodicals, namely, 
associate editor of the Annals of Clinical Medicine, 
the Archives of Pediatrics, 1898 to 1912, and editor 
of the Microscope, 1885 to 1890. In addition to this 
he has been a contributor to the following works 
of composite authorship, Tice’s Practice of Medi- 
cine, the Therapeutics of Internal Diseases, and, in 
1889, the Cyclopedia of Diseases of Children, besides 
numerous medical papers and essays in national and 
State medical journals. 


We have referred to Dr. Jennings’ fondness for 


play as well as work. As an ardent fly fisherman 
e is well acquainted with the streams of Michigan 
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as well as the more remote regions of Canada where 
trout and salmon are found. Expert with the rifle 


as well as the shot-gun, he has hunted big game in 
the American and Canadian Rockies and in New- 
foundland and New Brunswick. He has been a 
sailor and racing skipper from early life, having 


Dr. CHARLES GODWIN JENNINGS 


cruised the Great Lakes and the Atlantic coast. At 
different times he was Commodore of the Country 
Club and the Inter-lake Yachting Association. 

The committee on arrangements for the compli- 
mentary dinner at the Book-Cadillac were Dr. 
Douglas Donald, chairman, Dr. C. F. Brunk, Dr. 
M. H. Hoffman, Dr. Richard McKean, Dr. H. W. 
Plaggemeyer and Dr. J. M. Robb. 

The guest speakers besides Dr. Jennings were 
Dr. Piersol of Philadelphia, Dr. A. W. Blain, presi- 
dent of the Wayne County Medical Society, Judge 
Murfin, and Harry M. Nimmo, editor of the Detroit 
Saturday Night. 





DR. LUCE AND DR. SINAI RETURN 
(An interview with Dr. Luce) 


Dr. H. A. Luce and Dr. Nathan Sinai returned 
from their European voyage on February the ninth, 
having left Detroit on January third. They con- 
ducted an intensive investigation into Medical con- 
ditions as existing in England, France and Italy; 
intensive inasmuch as practically all their daylight 
time was devoted to the work. Travelling was done 
for the most part at night when sleeping was a 
matter of wagon-lit. The editor of the JoURNAL OF 
THE MICHIGAN STATE MEDICAL SOCIETY was accorded 
an interview with Dr. Luce, which interview, how- 
ever, does not include any part of the report of the 
investigation which has been placed in the hands of 
the committee on Economics of the Michigan State 
Medical Society to be made public by order of the 
House of Delegates or by the Council of the Society. 

Asked to detail his experience of a transatlantic 
voyage in January, Dr. Luce replied: 

“T had about four days to set my house in order 
for the trip, which meant making the necessary con- 
tacts with the bank and obtaining my passport and 
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visé. The last act was most exciting. It meant using 
all the influence at my command in urging all speed 
upon the passport office at Washington. I left De- 
troit, January the 2nd, without the necessary docu- 
ment, looking to receive it at the office of the sub- 
treasurer in New York. I arrived in New York, ob- 
tained the desired passport, had the visé of the 
British Consul, got on board the transatlantic steam- 
er at 11:45, just fifteen minutes before it was under 
steam for Plymouth, England. The capacity of the 
boat was 1,200, with only one-sixth that number on 
board. The ocean was fairly smooth so that the 
week on board was on the whole very agreeable. 
We arrived in Plymouth at 6 P.M. a week later and 
went straight to London. The hotel, Piccadilly, was 
cold, the most uncomfortable place, for winter at 
least, I ever saw. The only means of heating was 
the open fireplace, which was evidently on a vaca- 
tion.” 

How did you find the English? Did you have any 
difficulty of approach or in getting the information 
you were after? 

“Not at all. We found them very affable, thanks 
to letters of introduction we were fortunate in ob- 
taining from Michigan physicians and from A. M. 
Smith and Mr. Gilmore of the Detroit News. Mr. 
Gilmore’s letter introduced us to the manager of the 
North American newspaper alliance, who turned us 
over to Dr. Wilson, the Medical Advisor of that 
staid prototype of English Journalism, The London 
Times. Dr. Wilson invited us to his home to dinner 
and to spend the evening. We found him a very 
gracious host and a brilliant conversationalist. We 
discovered that he was at one time associated in 
general practice with the late Sir James McKenzie, 
who is noted on both sides of the Atlantic for his 
work in developing the specialty of cardiology. Dr. 
Wilson will be remembered by many physicians here 
as the author of the ‘Beloved Physician,’ which is 
a charming and sympathetic biography of Sir James 
McKenzie. We also met the son of Dr. Wilson, a 
physician connected with the so-called panel system. 
Dr. Wilson was profoundly impressed by our Presi- 
dent Roosevelt, referring to him as one of the most 
remarkable men of the present age.” 

How, or in what manner, did you and Dr. Sinai 
conduct your investigation? 

“To a large extent by personal interviews. We 
sought interviews with the so-called key men rep- 
resenting as many phases of medical opinion as pos- 
sible on Health Insurance and kindred subjects, in- 
cluding the panel system. We wrote up these inter- 
views and submitted our typed copy for the revision 
of the person interviewed. This seemed the best 
method of obtaining first hand as well as accurate 
information.” 

Did you confine your study to Medical conditions 
as they obtained in London? 

“No. London was our base of operations, if it 
may be so called. We made trips to the manufactur- 
ing cities of the Midlands, such as Manchester and 
Birmingham, where we sought as much diversified 
information as was obtainable. I might add that 
almost everywhere in England, as well as in Paris, 
the officials in charge of organized medicine such 
as our County Medica! Societies, were men who in 
this country we would call middle aged. In Paris, 
the physician in charge of the International medical 
organization was over seventy years old and as ac- 
tive physically as most men half that age. He was 
not only able to supply us with the data we sought, 
but showed an unusual degree of intelligence with 
the social and economic condition of medicine here 
in America.” 

Your itinerary included also Italy? 


“Yes, we spent twenty-four hours in Rome and 
some time at Florence.” 
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I presume you can tell quite a lot about Rome 
after such a sojourn? 

“This, at any rate: it is the cleanest city I ever 
saw, not a speck of dirt or refuse anywhere.” 

Had you any difficulty in making yourself under- 
stood in France and in Rome? 


“No. There were interpreters whose command of 


the English language was next to perfect.” 

Travelling at night and working by day had you 
any opportunity to look into the many interesting 
things those old European cities have for tourists? 

“No, we were not tourists. We confined our time 
entirely to the object of our mission. Sightseeing 
is a matter for the future for me if good fortune 
makes it possible.” 

How did you find travelling and hotel accommo- 
dations as compared with the same in this country? 

“Travelling by night in the sleeper was very com- 
fortable and time saving. Day travel is not so com- 
fortable as on the trains in the United States. I 
have already spoken of hotel accommodation. 
Though later we obtained well heated hotels and 
the food was good as well as abundant. In Italy, 
under Mussolini’s influence water has largely re- 
placed wine for table use. His object, it is said, is 
to produce a strong virile people, which he thinks 
is not possible through the enervating effects of 
wine. In England the pound sterling was worth 
about five dollars. The reduction of the gold con- 
tent of the dollar caused us considerable financial 
distress.” 

What was your reaction to your being sent? 

_ “My reaction was one of most profound apprecia- 
tion of the actions of the Medical Economics Com- 
mittee and the Executive Council. To merit the 
confidence of the medical profession of Michigan 
means more to me than any honor that could at this 
time or any future period be conferred upon me.” 





THE MAN MUST ALWAYS COME FIRST 
(New York State Journal of Medicine) 


When we analyze the instinctive feeling that 
surges up in every doctor’s heart in opposition to 
state medicine, we can find pretty generally that he 
resents it because it is an attempt to put the insti- 
tution above the man. Medicine is preéminently a 
calling where the man must always come first. 

In a way, of course, this is true of all callings, 
true of all real progress. “The problems of the 
future will grow out of the present tendency to 
substitute the institution for the man,” said a teacher 
in Alabama who had worked 20 years for a power 
company and then decided to go back to his old 
profession. “I have examined some 15 to 18 of the 
outstanding experiments throughout the world,” he 
added, “attempts to substitute the institution for the 
man, and I can defend with success on any plat- 
form in America the thesis that in every case civi- 
lization has continued to grow only so long as the 
institution has been subordinated to the man. Our 
problem then is to return to that fine individualism 
in which man is paramount to the institution.” 

The relation between doctor and patient is one 
that can be institutionalized, it is true, but only to 
bring it down to a lower plane, only to rob it of 
its best qualities. There is no disputing the fact, 
of course, that we are living in a machine age and 
that a thousand things formerly made by hand are 
now turned out better by machinery. We even hear 
of churches with radio loud-speakers in the pulpit. 
But we have yet to hear of a dying church member 
who wanted a radio apparatus to hold his hand or 
a mother who wished her baby baptized by a grama- 
phone. In life’s critical and vital hours we want 
the human touch. When illness strikes down the 
father or mother or threatens the life of a little 
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child, the family physician is the one who is wanted. 
Medical skill is needed, but something more is de- 
manded too—the man behind the skill. It is just 
that impalpable something that cannot be supplied 
by any state institution or system. With it we have 
the splendid service that has made the old family 
doctor the hero of song and story. Without it we 
have a machine-made system with all the efficiency 
of a Ford factory, perhaps, but lacking the human 
touch, the warm heart-beat, the sympathy that fills 
the patient with a new vigor and “doeth good like 
medicine.” Not long ago we were all “steamed up” 
over the perils of technocracy, the domination of 
the machine. Let us not have any technocracy in 
medicine. Keep the man first, where he belongs. 





ANORECTAL PAIN 
(Dr. L. J. Hirschmann, Detroit) 


Anorectal pain and its clinical significance is the 
subject of a paper by Dr. L. J. Hirschmann which 
appeared in the Journal of the American Medical 
Association, February 3, 1934, in which Dr. Hirsch- 
mann points out that pain characterized by sudden 
onset in the anorectal region points to trauma. 
Overstretching of the sphincter muscle as a result 
of the forcible expulsion of hard, impacted or scyb- 
alous stools is one of the most frequent causes of 
acute anal pain. Trauma is also caused by small 
swallowed foreign bodies being lodged in the anal 
crypts. An individual who has become constipated 
or who has ingested certain indigestible or insoluble 
substances, may suffer acute, even excruciating pain 
from the expulsion of stools containing these sub- 
stances. Anal fissure presents sphincter spasm as its 
most frequent symptom. Occasionally a fissure or 
splitting of the lining membrane of the anal canal 
will be caused by sudden and unexpected body 
movement such as is produced by sneezing, coughing 
or undue muscular effort during bodily exercise or 
labor. Ulceration of the ana! canal as well as of the 
anal crypts frequently is superimposed on the 
wounds caused by trauma. The frequent and erratic 
fluid movements resulting from hypercatharsis so 
weaken the mucous membrane and transitional lin- 
ing of the anal canal as to render them more liable 
to ulceration and fissure than when put to any un- 
usual strain. Anorectal pain of a more gradual on- 
set or occasionally supervening on sudden acute pain 
may be caused by any congestive, inflammatory, ul- 
cerative or infective condition. Pain of a dull 
steady character, aggravated by the passage of stools 
and persisting after defecation, is often produced 


. by the presence of internal hemorrhoids. If the pa- 


tient complains of pain that seems to increase in 
intensity and is accompanied by a pulsating or throb- 
bing sensation with increasing difficulty in defeca- 
tion, suppuration must always be borne in mind. 
Anorectal abscesses usually originate in infected 
crypts or from infected peri-anal hematomas. It 
must be borne in mind that anorectal pain may be 
indicative of pathologic changes in other organs 
contiguous to or impinging on the rectum or anal 
canal. In the male, a posterior urethritis, prostatitis 
or seminal vesiculitis may all manifest themselves 
by pain referred to the terminal end of the intestine. 
Prostatic abscess is frequently prone to make its 
presence known first during defecation. Vesical cal- 
culus and various types of cystitis may also cause 
rectal pain. Injuries or diseases of the coccyx or 
sacrum also manifest themselves by pain in this re- 
gion. In the female, disease conditions of the fal- 
lopian tubes and ovaries will not infrequently give 
rise to rectal pain in addition to other symptoms, 
and an enlarged and adherent uterine fundus will 
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give rise to pain during the passage of stools. Any 
pelvic or uterine inflammatory condition will give 
rise to these symptoms, and a hypertrophied cervix 
not infrequently will cause pain by pressing the rec- 
tum against the sacrum, causing a definite obstruc- 
tion to the fecal flow. The pouching produced by 
rectocele is also productive of pain. Any condition 
characterized by frequent fluid stools is productive 
of pain of a burning character. Itching or pruritus 
ani may be produced by any of these causes and 
in addition may be produced by any local infection, 
irritation or traumatization of the peri-anal in- 
tegument. Obstruction, bleeding, discharge and even 
a loss of weight may be noted before appreciable 
pain is experienced when a malignant condition oc- 
curs in the rectal ampulla. The administration of 
enemas as hot as can be borne, but not under any 
circumstances containing soapsuds, affords great 
relief. The enema should be administered through a 
soft rubber catheter. One of the best remedies to 
produce local anesthesia of inflamed or eroded sur- 
faces is ethyl aminobenzoate. For prolonged anes- 
thesia for the relief of pain, particularly that pro- 
duced by an anal fissure or ulcer of the anal canal, 
the subcutaneous injection of a 2 to 5 per cent solu- 
tion of quinine-urea hydrochloride is recommended. 
Anorectal pain calling attention to the parts early, 
as it usually does, is a mandate to the physician to 
make a complete examination, not only of the anus 
and rectum but of all the surrounding contiguous 
organs, in order to discover the cause of the pain. 





A GUID SQUARE MEAL 


There’s vitamins from A tae G that’s talked aboot 


th’ noo, 

Wha’s guid for a’ th’ things that mak’s yer heid 
tae reel, 

There’s juices o’ th’ oranges an’ sauerkraut tae 
chew, 


Bit naethin’ much is said aboot a guid square meal. , 


There’s women folk a plenty wha read th’ diet list, 
An’ weigh themselves afore they eat an’ afterwards 


as well, 

Bit wi’ them a’ ah’d like tae smile, an’ tell them 
wi ’a jest, 

Tae learn - chew an’ fletcherize a guid square 
meal. 


There’s proteins an’ th’ starches an’ there’s calories 
tae coont, 

There’s yeast ferment an’ acid an’ liver frae th’ seal, 

Bit let me hae ma porridge, in nae sae sma’ amoont, 

For a verra nice beginning o’ a guid square meal. 


This vitamin efficiency is maistly applesauce, 

An’ nae sae verra fillin’, bit mak’s oor tummy feel 

That on a winter nicht like this we’d gi’ it a’ a toss 

For a soup tae nuts edition o’ a guid square meal. 
Guid Nicht..... WEELUM. 





SLEEP 


“Now blessings light on him that first invented 
this same sleep! It covers a man all over, thoughts 
and all, like a cloak; it is meat for the hungry, 
drink for the thirsty, heat for the cold, and cold for 
the hot. It is the current coin that purchases all the 
pleasures of the world cheap, and the balance that 
sets the king and the shepherd, the fool and the 
wise man, even. There is only one thing, which 
somebody once put into my head, that I dislike in 
sleep: it is, that it resembles death; there is very 
little difference between a man in his first sleep, and 
a man in his last sleep.”—-CERVANTES. 
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THE WAYNE UNIVERSITY SCHOOL OF 
MEDICINE 


ANpDREW P. Bippte, M.D., Sc.D. (Hon.) 
DETROIT, MICHIGAN 


In August, 1933, the College of Liberal Arts, the 
College of Education, the Detroit College of Medi- 
cine and Surgery, the College of Pharmacy, the De- 
partment of Engineering, all conducted by the 
Board of Education of the City of Detroit, were 
adopted as a University organization and in Janu- 
ary, 1934, the organization was formally given the 
name of the WaAyNE University. The City Law 
School, because of certain technical reasons, is not 
yet a part of the University. 

I have thought that, because of the influence of 
the Medical School in the raising of the Colleges 
to the status of a University and thus its influence 
on the medical profession of the State of Michigan 
—for the larger part of its graduates enter prac- 
tice in this State—it might interest your readers to 
know something of the structure of these several 
colleges, their growth and the significance of the 
choice of the name of WAYNE UNIVERSITY. 

Ever since the creation of the small Board of 
Education in 1917—perhaps before—there has been 
an effort to give the youth of Detroit the oppor- 
tunity—to which it is entitled—of enjoying the bene- 
fits of a higher education and with this a cultural 
background. 

The College of the City of Detroit, now the Col- 
lege of Liberal Arts, had its origin in the Detroit 
Junior College, which was organized under the act 
of the Michigan State Legislature in 1917. In 1923 
an act was passed enabling the Board of Education 
to extend the two-year curriculum to one covering 
four years of college work and leading to the de- 
gree of Bachelor of Arts or Bachelor of Science 
and furnishing also the required pre-professional 
work of students intending to pursue courses in 

‘medicine, law, dentistry, business administration, or 
education, and the basic courses for the College of 
Pharmacy and for the Department of Engineering. 


The Detroit Teachers College, now the College 
of Education, is the outgrowth of the City Normal 
School, which began in 1881 as a small training 
school, gradually extending its facilities and useful- 
ness. By an act of the State Legislature in 1919 the 
State Board of Education was empowered to grant 
life certificates to the graduates of the Detroit Nor- 
mal School. By an act in 1921 the School became 
the Detroit Teachers College, offering a four-year 
course leading to the degree of Bachelor of Science 
in Education. Admittance in 1924 to the Northern 
Central Association of Schools and Colleges placed 
the College among the accredited teacher-training 
institutions of the country. 


The Detroit College of Medicine and Surgery has 
the distinction of being the only School of Medicine 
in the United States which is conducted by the 
Board of Education of a municipality. 


The Medical School under one name or another 
has of itself or through a merger been in existence 
since 1868. In 1913 the College, previously known 
as the Detroit College of Medicine, was reorganized 
_under a new charter as the Detroit College of Medi- 
cine and Surgery and was conducted by a Board of 
Trustees selected for the purpose until July, 1918, 
when it passed under the control and administration 
of the Board of Education. 

Because of the importance of Detroit as a world 
center of drug industry—recognized as such long 
before the advent of the automobile—the College 
of Pharmacy was organized in 1924 and requires for 
admission and continuance in study the high stand- 
ards of the other colleges. 
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For several years, because of the facilities for 
higher education which the Colleges offered ani 
the increasing number of students, it was felt thar 
the giving of a University status would increase 
their usefulness, raise the pride and esprit de corps 
of the student-body, both in its scholastic and ath- 
letic fields, and by the more intimate association of 
the members of the several Colleges form a meanis 
of acquaintance the one with the other, an acquaint- 
ance so valuable in after life to the alumnus in his 
civic and professional relationship, and form in the 


course of years the cultural background so enjoy- 
able. 


The number of students enrolled as “fulltime” as 
of December, 1933, is as follows: 























College of Liberal Arts 2,208 
College of Engineering 290 
College of Education 584 
College of Medicine and Surgery. 393 
College of Pharmacy 80 
City Law School....... 155 

3,710 


Others form the “part-time” membership. 

The next problem was the choice of a name, 
which was debated over a number of months. It 
was neither practical nor desirable to adopt a name 
which would conflict with those of the existing Uni- 
versities. Yet it must be a name which would re- 
flect the dignity of the institution, carry weight 
among the alumni and student-body, and at the 
same time be representative of the locality in which 
it was organized. The name of Wayne, after Gen- 
eral Anthony Wayne, was adopted. The name con- 
notes history. Perhaps not the history of public edu- 
cation, but a history which had a profound influence 
on the development of the Western Territory. 


General Anthony Wayne, an outstanding person- 
ality of the American Revolution and the final win- 
ner of the Western Territory of which Michigan 
and Detroit are now a part, was born at East town, 
Chester Co., Pa., on January 1, 1745; in his younger 
years was a surveyor and in 1774 was elected to the 
Colonial Legislature of Pennsylvania. He took part 
in the unfortunate expedition for the capture of 
Quebec, and was wounded at Trois Rivieres. For 
nine months he held Fort Ticonderoga against ex- 
pected attacks, when he was relieved to join Gen- 
eral Washington’s Army in the South; played an 
important part in the conflicts about Philadelphia 
and spent the winter of 1777 with General Wash- 
ington at Valley Forge. Later he was sent south 
to cooperate with General Nathaniel Greene and to 
harry the British retreat toward the Yorktown Pe- 
ninsula, where Cornwallis was forced to surrender. 


Later, when the attacks on the Western Indians 
had failed, he was given the heavy task of winning 
the West. On August 20, 1794, he utterly routed the 
Indians with their British Allies at the Battle of 
Fallen Timbers at the Rapids and Ford of the 
Maumee near Toledo, and put an end to Indian 
depredations for a long time. The territory was 
won. When Detroit was to be surrendered under 
the Jay Treaty, July 17, 1796, General Wayne chose 
Col. John Francis Hamtramck to receive the sur- 
render and he in turn delegated the honor to Capt. 
Moses Porter—names familiar to Detroiters. 

Truly the services of General Anthony Wayne to 
Detroit and the surrounding region entitled him to 
every honor the Board of Education and the City 
can bestow. 

The Wayne University College of Medicine has 
an enviable record. Its teachers throughout the 65 
years of its life have been men of ability, definitely 
recognized as professional and civic leaders of the 
state and nation; its alumni, practitioners of note, 
always striving to elevate the standard of educa- 
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tion and the practice of medicine. May the School, 
now enrolled among the publicly supported univer- 
sities, follow its traditions, give due recognition to 
its graduates through the years and “carry on,” al- 
ways remembering that those who pass through its 
portals are among those upon whom rests the future 
of Medicine. 
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Dear Doctor Dempster : 


We wish to thank you for your comment on our 
recent editorial, “The Malpractice Bugaboo,’ in a 
recent number of THE JouRNAL; also for your lib- 
eral quotations therefrom. 

We believe this to be one of the greatest of the 
economic problems now before the profession and 
it is no little satisfaction that we note the frequency 
with which the subject is discussed in the medical 

ress. 

: Malpractice suits are on the increase, especially 
in the larger industrial centers such as the Calumet 
region; we find they are becoming all too common 
and that in most instances a member or members 
of the local profession are to blame; only recently 
the attorney for one of the larger commercial com- 
panies told me that one man was responsible for at 
least three suits! 

We shall continue to harp on the subject as we 
believe it to be a live issue. 


Very truly, 
E. M. SHANKLIN, M.D., 


Editor, Journal of the Indiana 
State Medical Association. 





Port Huron Hospital. 
Port Huron, Mich. 


Dr. Theo. Heavenrich* 
2007 Military St. 

Port Huron, Mich. 
Dear Dr. Heavenrich: 


Your resignation as Chairman of the Medical 
Staff and consequent retirement from the Board of 
Directors of the Hospital Association comes as a 
distinct loss, not only to us who have been asso- 
ciated with you for so long, but in abstract degree 
to every man, woman and child in Port Huron. 


With unsparing effort you gave of your time, 
skill and substance; for thirty-three years you have 
welded your life into the constructive welfare of 
the association that was closest to your heart, and 
now indeed we shall sorely miss your leadership, 
cooperation and genial presence. 


Patients, nurses and hospital staff feel most 
keenly your departure. They too will miss your 
kindly smile and bracing encouragement and we 


“Dr. Heavenrich is Councillor for the Seventh district. 
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are indeed glad in the thought that your resignation 
does not take you away from the community in 
which you have practiced for so many years. 


Time has not yet permitted you to witness the 
final consummation of your constant and unselfish 
work towards providing Port Huron with its new 
hospital now under construction, but we feel that 
we can do no less than record our assurance that 
the completed institution will be as close to your 
ideals of modern hospitalization as is humanly pos- 
sible to make it; inevitably, too, it will inspire an 
awakened public conscience of man’s duty and hu- 
manity to man. 


Dr. Heavenrich, the time is opportune to thank 
you most sincerely for your untiring zeal, and, in 


_the same breath, to congratulate ourselves and our 


community on the good fortune which permitted us 
to have in our midst a man of your attainments to 
foster unceasingly so worthy a cause . 


As you step out of the immediate circle of your 
activities in an institution in which you have served 
so capably and in so many capacities during the 
years gone by, our thoughts and good wishes go 
with you, yet we believe we do but echo your own 
wish when we say that we still hope to have the 
benefit of your counsel and advice from time to 
time. 


That the ties of affection and regard which we 
hold for you may bind us still closer in the name of 
humanity and the Great Physician, is the cherished 
wish of 

O. B. MUELLER, 
President of Hospital Board. 





OVERWORKED DOCTORS 
To the Editor: 


A peculiar condition exists quite generally in the 
medical profession in these days of unemployment. 

While idleness prevails and work has been scarce, 
doctors as a rule are quite busy. In fact some of 
them are suffering from overwork rather than un- 
employment. Their overwork, however, consists, not 
so much in caring for the sick, who seem to be no 
more numerous than ever, but their time is more 
or less occupied in an effort to collect enough money 
for the work they do to keep the big bad wolf from 
their door. 


When the time comes that a doctor spends as 
much effort and time in looking after his collections 
as he does looking after the sick, then we believe it 


is time some new system for the payment of doctors 
should be devised. 


One of the starting points in reducing the effort 
of collections is to get patients’ correct names and 
addresses, where they work, if at all, last place of 
employment, former doctors, number in the family, 
and who pays the bills. It has been said that a new 
account properly opened is half collected. The ha- 
bitual use of the credit rating bureau, in all new 
cases, is worth all the trouble and expense it takes. 

The quality of service rendered by the doctor to 
his patient depends somewhat on the doctor’s peace 
of mind and whether or not he carries financial 
worries. 


The public health would be directly benefited if 
doctors generally could devote all their time to the 
care of the sick, reading, and professional improve- 
ment, instead of having to devote so much time 
and energy to get their pay for what they do. Selah? 


—H. B. K. 
Battle Creek, February 20, 1934. 
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PREVENTIVE MEDICINE FROM 
THE FAMILY PHYSICIAN 


In the February issue of this JOURNAL, 
your Committee discussed the need of pre- 
paring the rank and file of the medical pro- 
fession to participate in a group plan of pre- 
ventive medical service under the sponsor- 
ship of the organized medical societies. He 
indicated that the physician should be pre- 
pared both with regard to the mechanics of 
the plan itself and with respect to the tech- 
nic of the services to be rendered. Now we 
will proceed to discuss the preparation of 
the public so that the latter may recognize 
the benefits at their disposal at the hands of 
the family physician. 

The task is not a difficult one and it may 
be executed in various ways. A little local 
ingenuity so as to utilize available resources 
will go far to provide a solution. The es- 
sence of the job is to bring about a contact 
between the child and his parent on one side 
and the prepared and qualified physician 
who is ready to provide preventive medical 
services in his own office. 

In our communication in the January is- 
sue, we called your attention to the need of 
a properly organized full-time local health 
department for every county or district in 
the state of Michigan. We suggested that 
this should be the first step in the further- 
ance of a program looking toward the trans- 
fer of preventive medical services to the 
physician in his own office. The local health 
department should serve as the executive 
department for the county medical society 
in carrying out such projects. It should be 
responsible for the general dissemination of 
health knowledge so that each parent will 
be stimulated to seek diphtheria protection, 
smallpox vaccination, a periodic health ex- 
amination, etc., from the family physician. 

Generally speaking, there are two meth- 
ods of proceeding with the program of 
health instruction. The first we choose to 
term “popular health instruction” and it in- 
cludes all the general methods employed in 
modern advertising through either the spo- 
ken or written word. Newspaper articles, 
special stories, billboard advertising, street- 
car placards, radio talks, including radio 
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dramas, notices to school children and mar y 
other similar channels have been used effe>- 
tively for the dissemination of knowledge ‘n 
preventive medicine. In at least one city, 
advertising space has been purchased in thie 
local newspapers and a list of all the co- 
operating physicians has been published, to- 
gether with their addresses and the hours 
at which preventive services could be ob- 
tained. Usually, the physicians through the 
local medical society have agreed upon a def- 
inite charge for the service, providing of 
course that the child be brought to the doc- 
tor’s office at the designated time. Popular 
health instruction of the type above described 
is broadcast to all who dwell within the com- 
munity. It must be planned with this in 
view. In a city like Detroit such health 
propaganda is directed at a million and a 
half people. It serves to stimulate a public 
consciousness in the health problems of the 
municipality but is not as productive in re- 
sults as the second type of health education 
which we have termed “individual health in- 
struction.” It is here that the local health 
department can be of material assistance. 
Every well planned and equipped health ser- 
vice should employ one or more properly in- 
structed and well trained public health nurses 
who become the most potent educational 
influence in matters of health. If there be no 
such nursing personnel, it is conceivable that 
substitutes might be provided for certain 
features of the educational program by se- 
curing the aid of parent teachers associa- 
tions, school teachers or other groups. The 
most effective service, however, is that 
which employs properly and adequately su- 
pervised nurses who have a keen apprecia- 
tion of the type of relationship which should 
exist between the family physician and his 
patient. At the present time, in some cities, 
CWA funds have been available with which 
to employ such nurses. In St. Louis, Mis- 
souri, the Health Department, in December, 
was assigned 100 nurses and in Charleston, 
South Carolina, 30 nurses have been se- 
cured. This personnel is being used in mak- 
ing a house-to-house canvass to establish a 
census which will indicate where the unpro- 
tected children reside. The nurse then en- 
deavors to convince the parent that such 
children should be taken to the family physi- 
cian and protected against diphtheria or vac- 
cinated for smallpox. 
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Experience in many cities has shown that 
when more than 60 per cent of children of 
school age and 40 per cent of the preschool 
children have been protected against diph- 
theria, this disease tends to die out very rap- 
idly, providing of course that this degree of 
protection is reasonably well spread over the 
entire community. In those municipalities 
when such reasonable percentages of chil- 
dren from six months to ten years of age 
have been protected, the problem resolves 
itself into an effort to reach the parent of 
each infant as the latter attains the age of 
six months. As 70 per cent of all diph- 
theria deaths occur among children below 
the school age, it is desirable to protect the 
infant before he is one year old. This, nat- 
urally, changes the numerical extent of the 
task. In Detroit, for example, instead of 
being directed at the entire population, it 
is only necessary to reach annually the 
mothers of 25,000 infants as the latter 
reach the age of six months. The nursing 
service is, therefore, directly concerned in 
reaching this relatively small group of par- 
ents. 


A letter can be sent to the parent by the 
health officer followed, within a week or ten 
days, by a visit from the public health nurse 
who diplomatically endeavors to convince 
the mother that the child should now be pro- 
tected against diphtheria. Of course all 
such parents should be referred to the fam- 
ily physician but if there is no physician of 
choice, a list of physicians in the neighbor- 
hood who are participating in the plan can 
be produced by the nurse and the mother 
can do her own choosing. Where this type 
of health education has been employed it 
has been possible to secure the protection of 
as many as 70 per cent of infants reached 
by the nursing service, and this protection 
has been secured for the child during the 
last part of his first year of life. That is 
when he needs it most. 


Your Committee intends to continue these 
discussions on professional participation in 
public health work. Reprints of these arti- 
cles can be secured from the Secretary of 
the Society, who will also make all neces- 
sary arrangements for speakers to appear at 
meetings of the county medical societies. 
Your inquiries are especially solicited. 


COMMITTEE ON PREVENTIVE MEDICINE 
MIcHIGAN STATE MEDICAL SOCIETY 
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MONTH’S COMMENT 


One month remains in which to pay your 
annual dues to your county secretary. Mem- 
bers in arrears April first will be placed on 
the susupended list and they will also ke 
without defense protection during their pe- 
riod of suspension. 

Society activity extends beyond its sci- 
entific program. In these days of momen- 
tous events the profession’s economic inter- 
ests demand consideration and action. Very 
often the business part of the program is 
rushed through, and even suspended in or- 
der to permit the presentation of the scien- 
tific discussion. This should not be done. 
Today your business and economic problems 
are as equally important as your scientific 
program. Do not neglect or postpone them. 

Section officers have completed their pro- 
grams for the Battle Creek annual meetings. 
A most attractive program has been pre- 
pared and will be announced in due course. 

The program for the Annual Conference 
of County Secretaries is published in this 
issue. Members are welcome to attend the 
session. . 

Dr. W. E. Ward has been in practice for 
fifty years and has been secretary of the 
Shiawassee County Medical Society for 
twenty-five years. On January 20 Dr. Ward 
sent in his membership report which covered 
100 per cent paid dues for 1934. A splen- 
did showing and the third county society 
reporting 100 per cent payment for 1934. 

Dr. E. M. Highfield was for many years 
secretary of the Gratiot-Isabelle-Clare 
County Society. Ever faithful in the dis- 
charge of his secretarial duties he went far 
toward maintaining society interest. His 
sudden death in January created a loss that 
we sincerely mourn. 

At the Annual Meeting President Le 
Fevre commented upon therapy and the pre- 
scribing of high priced drugs when stand- 

ard U. S. P. and N. F. drugs should be 
prescribed at lesser cost and the same ther- 
apeutic effect. The House of ‘Delegates au- 
thorized the appointment of a special com- 
mittee to prepare and publish educational 
articles on drugs. President Le Fevre an- 
nounced the appointment of the following 
committee: Drs. Louis Le Fevre, E. E. 
Poos and M. S. Shaw. These articles will 
appear in early issues of the JOURNAL. 

Dr. H. A. Luce and Nathan Sinai re- 
turned from England the second week in 
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February. Their report will be considered 
by the Committee on Economics and will be 
presented to the House of Delegates in due 
course. 





SURVEY COMMITTEE’S REPORT 


While they last—a copy of this valuable 
and informative report may be secured by 
sending $1.25 to the State Secretary. Every 
member should secure a copy of this report 
in order that he may familiarize himself 
with these important facts related to Michi- 
gan. There are a few copies left—$1.25 
brings this 150,000 word report containing 
many tables and graphs. Send today. 





1934 INVESTMENTS 


A Tie: The best yielding and most pro- 
ductive investment for every member is his 
1934 county and state society dues. Deposit 
the principle with your County Secretary 
today. The dividends that you will receive 
during the year will equal any other invest- 
ment you may make. 





MICHIGAN STATE MEDICAL SOCIETY AN- 
NUAL CONFERENCE OF COUNTY 
SECRETARIES 


UNDER AUSPICES OF THE COUNCIL AT 
UNIVERSITY HOSPITAL 
ANN ARBOR, WEDNESDAY, MARCH 7, 1934 


Morning Medical Clinic 


9:00 A.M. Neurological Clinic. 
C. D. Camp, M.D. 
9:45A.M. Recent Developments in Immunology. 
Dr. Kahn 

10:30 A.M. Traumatic Surgery. 
Carl Badgley, M.D. 
11:15 A.M. Medical Clinic—Therapy in the Ane- 
mias. C. C. Sturgis, M.D. 


Therapy Limitations in Hypertension. 

Charles Brown, M.D. 
Doctor Coller and associates welcome you to 
the Surgical Department. 


12:30 P.M. Luncheon—University Hospital. 
Afternoon Conference 
1:30 P.M. Our Preventive Medicine Program. 
L. O. Geib, M.D. 
Henry Vaughn, M.D. 
2:15P.M. Legislation. J. B. Bradley, M.D. 
2:45PM. The County Society Program in the 


Care of Indigents. 
Louis Le Fevre, M.D., Muskegon 
3:15P.M. Progress and Planning in Post Grad- 
uate Education. J. D. Bruce, M.D. 
3:45P.M. Round Table Discussion and Questions. 
6:00 P.M. Dinner—Michigan Union. 


(a) Medical Problems and Policies 
Ten Minute Discussion by Past Presi- 
dents: 
J. B. Jackson 
H. E. Randall 
Carl F. Moll 
J. Milton Robb 


COUNTY SOCIETIES 
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(b) President Le Fevre 
President-Elect Smith 
Council Chairman B. R. Corbus 
Every county secretary is expected to attend this 
conference. It is their official duty to do so. County 
presidents are also invited and urged to attend. 
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GOGEBIC COUNTY 


The regular monthly meeting of the Gogebic 
County Medical Society was held January 16, 1934, 
at the home of Dr. Frank L. S. Reynolds, Grand 
View Hospital. 

The meeting was called to order by the presi- 
dent, Dr. F. G. H. Maloney, at 9:00 P. M. The 
regular order of business followed, most of the 
various committees reporting. 

Dr. R. I. C. Prout opened the medical program 
with the subject, “Focal Infection as a Cause of 
Disease”; Dr. T. R. Rees, “Tonsils as a Source of 
Focal Infection”; Dr. M. A. Gertz, “Prostate as a 
Source of Focal Infection”; Dr. R. E. Mullen, 
“Teeth as a Source of Focal Infection.” Dr. Mullen 
showed some interesting lantern slides of the vari- 
ous conditions of teeth and jaws. The papers were 
twenty minutes in length. These subjects brought 
out some very lively discussions. Some of the men 
maintained focal infection as of little importance in 
causing diseases. 

This was one of the best meetings in point of at- 
tendance and discussion that the Society has had 
in a long time. Twenty-two men were present. 
After the adjournment of the meeting, a luncheon 
was served. 

FRANK L. S. Reynotps, M.D., Secretary. 


GRAND TRAVERSE-LEELANAU 
COUNTY 


The annual meeting of the Grand Traverse-Lee- 
lanau County Medical Society was held at the Park 
Place Hotel, Traverse City, on December 5, 1933. 

The meeting was preceeded by a steak dinner, 
the membership being the guests of our retiring 
president, Dr. T. W. Thompson. ° 

Dr. H. B. Kyselka, as chairman of the Medical 
Advisory Welfare Committee, thoroughly reviewed 
the work and progress made by his committee in 
arriving at an understanding with the director of 
our County Emergency Welfare Relief Commission. 

Election of Officers: The following officers were 
elected: President, Dr. Robert T. Hastings, Elk 
Rapids; vice president, Dr. J. W. Zimmerman, 
Traverse City; secretary-treasurer, Dr. E. F. Sla- 
dek, Traverse City; medico-legal advisor, Dr. F. G. 
Swartz, Traverse City. 

Following the showing of three reels of motion 
pictures on obstetrics, the meeting was adjourned. 

A special clinical meeting of the Grand Traverse- 
Leelanau County Medical Society was held at the 
J. D. Munson Hospital at 4:00 P. M. on January 23, 
1934. 

Forty-five doctors from the region extending from 
Manistee and Cadillac to Harbor Springs attended 
this meeting and listened to excellent talks by three 
University Hospital staff members. Dr. Cameron 
Haight gave a very comprehensive paper on “Sur- 
gical Procedures in the Treatment of Tuberculosis.” 
Dr. Paul Barker spent considerable effort in ex- 
plaining the use of the electro-cardiograph, both as 
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a diagnostic and a prognostic aid. Dr. Henry Ran- 
som in his usual smooth manner thoroughly cov- 
ered the subject of “Carcinoma of the Colon and 
Rectum.” 

A 7:00 P. M. dinner at the Park Hotel, assisted 
by plenty of the usual Traverse City hospitality, 
was served to the assembled physicians and ma- 
terially assisted them in enjoying this most inter- 
esting meeting. 

E. F. SLapex, Secretary. 





GRATIOT-ISABELLA-CLARE 


COUNTY 


The regular monthly meeting was held January 18, 
1934, at the Wright Hotel, Alma, with the presi- 
dent, Dr. A. D. Hobbs, presiding. The usual dinner 
was served before the program. Nineteen members 
and Dr. Julius Powers, Saginaw, the district coun- 
cillor, were present. 

Dr. B. J. Graham was elected secretary-treasurer 
to succeed Dr. E. M. Highfield, deceased. 

The society recommended that a letter of con- 
dolence and sympathy be sent to the widow of 
Dr. E. M. Highfield, who died December 29, 1933, 
of coronary sclerosis. An obituary of the doctor 
was ordered to be written and sent to THE JOURNAL 
of the Michigan State Medical Society. This was 
done by Dr. DuBois, secretary pro tem. 

Dr. Carney, as chairman, reported on the activi- 
ties of the committee on Medical Economics, with 
special reference to the care of the indigent sick 
under the new Federal Emergency Relief plan. 
General discussion followed. 

Dr. Powers, councillor, reported the most recent 
activities of the council and discussed various phases 
of the present medical economic situation. 

Dr. Wilcox, chairman, reported for the committee 
on physical examinations, outlining plans for the 
periodic examination of members of the society. 

The following bills were ordered paid: Postage 
9c; telephone 80c; flowers for Dr. Highfield’s fu- 
neral $5.15. 

The application of Dr. L. L. Davis, Mt. Pleasant, 
for membership was referred to the board of cen- 
sors. 

Dr. Don Howell read the scientific paper of the 
evening, dealing with practical considerations of the 
eye, ear, nose and throat which the general prac- 
titioner should know. The talk was keenly enjoyed 
and led to extended discussion. 

The following committees for the year 1934 were 
appointed : 

Economics Commitlee: Dr. T. J. Carney, chair- 
man; Dr. R. A. Wilcox, Dr. W. E. Barstow, Dr. 
M. J. Budge, Dr. L. F. Hyslop, Dr. A. D. Hobbs. 

This committee is to act as a Board of Control 
and a committee on Economics, Legislation and 
Medico-Legal activity. 

Committee on Preventive Medicine: Dr. K. P. 
Wolfe, chairman; Dr. C. F. DuBois, Dr. W. L. 
Harrigan. 

Program Committee: Dr. A. D. Hobbs, chair- 
man; Dr. C. F. Dubois. 

Committee on Physical Examinations: Dr. R. A. 
Wilcox, chairman; Dr. B. J. Graham. 

Committee on Publications, Publicity and Educa- 
tion: Dr. B. J. Graham, chairman; Dr. R. H. 
Strange, Dr. A. L. Aldrich, Dr. Myron Becker. 

C. F. DuBots, Secretary pro tem. 





JACKSON COUNTY 


The Jackson County Medical Society met at the 
Hayes Hotel on the evening of January 16, 1934, 
for the regular monthly meeting. The minutes of 
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the preceding meeting were approved as printed in 
the Butitetin. Dr. Leonard, president of the So- 
ciety, announced the personnel of the committees 
for the coming year and urged all the members 
to give them their support. 

Dr. Clarke moved that Dr. Brogan be made an 
honorary member of the Society. Motion seconded 
by Dr. Enders. Motion carried. It was moved by 
Dr. Porter that the applications of Dr. Caldeira 
and Dr. Tate for membership in the County So- 
ciety be accepted. Motion carried. It was also 
moved by Dr. Porter that the matter of securing 
new emblems for the use on physicians’ cars be 
postponed for another month. 

Dr. Don Kudner, program chairman, then intro- 
duced Dr. Frederick Coller, Professor of Surgery 
at the University of Michigan, who gave a very 
interesting discussion of his personal experiences 
during the world war. 

R. H. Arter, Secretary. 


LIVINGSTON COUNTY 


The Livingston County Medical Society met at 
the State Sanatorium on Friday evening, February 2. 
After a dinner a business session took place. 

The advisability of the State Department of Health 
sending a Public Nurse to this county was discussed 
and a resolution for the approvement of that action 
was presented and adopted. Various communications 
from the State Secretary regarding the welfare pro- 
gram and the limited participation of osteopaths, etc., 
were presented and fully discussed. It was regularly 
moved and seconded that a copy of the Attorney 
General’s ruling, as given in Doctor Warnshuis’s 
letter of January 23, be presented to the. proper 
authorities in the county. 

Following the business session the medical phase 
of the meeting took place. Instead of a discourse 
by a guest speaker, we tried the experiment of per- 
mitting the various members to present cases out of 
their own private practice. A great majority of the 
members came prepared with cases to present, but 
time was only available for some five or six to do 
so. The type and variety of cases brought up for 
discussion was most interesting and revealed the 
potential possibilities for this type of meeting in 
any County Society that might feel the urge to rely 
once in a while upon “home talent.’ We feel that 
the experiment will be repeated once or twice an- 
nually in the future; that it was successful, and a 
procedure that can be recommended to the various 
societies in the state. 

R. S. Anperson, M.D., Secretary-Treasurer. 


MACOMB COUNTY 


The January meeting of the Macomb County 
Medical Society was held on Monday, January 8, 
1934, at 12 o’clock noon, at the St. Joseph’s Hospital. 
There were twenty members present. 

Minutes of the previous meeting were read and 
accepted. The president announced that the next 
meeting would be devoted entirely to the discussion 
of the welfare problem. 

The committee appointments for 1934 were as 
follows: 

Membership—Dr. J. M. Croman, Jr., chairman; 
Dr. A. A. Thompson, and Dr. R. W. Ullrich. 

Program.—Dr. R. F. Salot, chairman; Dr. R. E. 
Lynch, and Dr. A. B. Bower. 

Entertainment——Dr, R. W. Ullrich and Dr. D. B. 
Wiley. 

Public Health—Dr. W. J. Kane and Dr. R. Reit- 
zel. 

Legislative—Dr. A. J. Warren, Chairman, Dr. 
Austin Heine, and Dr. O. Fleumer. 














The speaker of the day was Dr. H. Kirschbaum, 
of Detroit, who gave an illustrated discourse on the 
use of the Kieland forceps, pointing out the advan- 
tages and methods of using same instrument. This 
talk was followed by some interesting motion pic- 
tures on “Breech-Extraction and Scopolamine Anes- 
thesia.” 

The meeting adjourned at 2 P. M. 

A special meeting of the Macomb County Medi- 
cal Society was held on Friday evening, January 19, 
1934, at the Gowanie Golf Club. There were 
twenty-four members present. 

The chairman explained the purpose of the 
meeting, stating that many difficulties had arisen 
since the inception of the F.E.R. and that this 
meeting was called to explain to the members the 
necessary procedure to hospitalize patients who are 
indigent. 

Dr. Warren, chairman of the Society Welfare 
Committee, explained the procedures necessary un- 
der the Afflicted Children Act—taking in children 
under eighteen, and also the afflicted adult. These 
cases must be approved by the Judge of Probate and 
investigated by the Poor Commission, before hos- 
pitalization. These cases are county obligations and 
are to be treated by the physician who originally 
handled the case. Dr. Heine then outlined the pro- 
cedure in handling contagious disease cases, pointing 
out that each physician will handle his own indigent 
contagious cases and bill the county Contagious Dis- 
ease Committee, for same each month. Discussion 
which followed this was regarding the Federal 
Emergency Relief with respect to medical care. The 
consensus of opinion was that the indigents were 
not being properly cared for under this program. 
The president then requested that any member, who 
has any specific complaint, should send it, in writ- 
ing, to Dr. A. J. Warren within the next few days. 

Dr. Warren announced that the County Welfare 
Committee would meet with the County Relief Ad- 
ministrator in a few days and that the committee 
would have a report for our next meeting. 

The meeting adjourned at 2 P. M. 


O.M.C.O.R.O. COUNTY 


The officers and committees of the O.M.C.O.R.O. 
County Medical Society for the year 1934 are as 
follows: 

President, Dr. Ruey Ford; vice president, Dr. 
Jardine; secretary-treasurer, Dr. C. G. Clippert. 
Delegate to 1934 convention, Dr. C. R. Keyport; 
alternate, Dr. Rifenberg. Preventive Medicine Com- 
mittee: Dr. Keyport, Dr. McKellop and Dr. Clip- 
pert. 

The opinion of the Attorney General relative to 
the status of the osteopaths vs. M.D’s, received 
from the State Secretary, will be passed on at our 
next meeting. 





C. G. Cirppert, Secretary. 


NEWAYGO COUNTY 


The annual meeting of the Newaygo County 
Medical Society was held at the Kimbark Hotel in 
Fremont, February 10, 1934. 

After luncheon the meeting was called to order 
by the president, Dr. Willis Geerling. 

Members present were Drs. Drummond, Lettinga, 
Moore, Stryker, L. J. Geerling, Willis Geerling, De 
Haas, and the secretary. 

The minutes of the last regular meeting were 
read and approved by the Society. 

The following officers were then elected for the 
ensuing year: President, Dr. O. D. Stryker, Fre- 
mont; vice president, Dr. P. Drummond, Grant; 
secretary-treasurer, Dr. W. H. Barnum, Fremont. 
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The delegate to State Medical Society is Dr. A. C 


Tompsett, Hesperia; alternate, Dr. H. R. Moore 
Newaygo. 
W. H. Barnum, M.D., 
Secretary. 





SAINT CLAIR COUNTY 


A regular meeting of Saint Clair County Medica] 
Society was held at Hotel Harrington, Port Huron, 
Michigan, Tuesday, January 16, 1934. Twenty mem- 
bers and two guests from Sanilac County Society 
were present for supper. When the meeting was 
called to order by President A. B. Armsbury 
twenty-nine were present. 

By direction of the president the reading of the 
minutes of the preceding meeting were passed, 
Eight communications were read by the Secretary, 
Some remarks regarding the Saint Clair Commu- 
nity Hospital were made by Doctor Heavenrich,. 
Doctor Patterson, chairman of a special committee, 
reported on the hospital facilities at Saint Clair, 
Yale and Capac. By motion, duly supported and 
carried, the special committee were discharged. It 
was moved, supported and carried that the Society 
endorse the Saint Clair Community Hospital for 
certain cases under the Michigan Crippled Childrens’ 
Commission. Doctor Heavenrich discussed the 
Crippled Childrens’ Act. He stated unless cases 
were sent to Ann Arbor that expenses would be 
paid by the County. The doctor stated the State 
Medical Society were attempting to amend the act. 

President Armsbury spoke a few words as to ac- 
tion upon the application of the Capac Hospital for 
endorsement by the Society. It was moved, sup- 
ported and carried that Capac Hospital be not en- 
dorsed by the Society. It was moved, supported and 
carried that the Yale Hospital endorsement be laid 
upon the table. 


Doctor Heavenrich made a verbal report upon . 


action of The Council of the State Society at its 
recent meeting. It was moved, supported and car- 
ried that the members of this Society do not make 
any old line life insurance examinations for a fee 
less than five dollars. 

The Hon. Clair R. Black, Judge of Probate for 
Saint Clair County, was elected to honorary mem- 
bership in this Society. 

Upon motion duly made and supported the mem- 
bership dues of this Society were set at $13 for the 
present year. 

The special committee consisting of Doctors Wa- 
ters, Burley and Patterson for the medical relief 
of the indigent made a verbal report. A long com- 
prehensive discussion of the whole subject finally 
resolved itself into a motion, duly supported and 
carried which allowed the committee to arrange fur- 
ther conference with the County Emergency Wel- 
fare Relief organization and to effect any possible 
arrangement for the medical care of the indigent; 
further that the Society and its several members 
agree to abide by whatever arrangement the com- 
mittee would make. It was moved, supported and 
carried that the non-members of the County Society 
practicing medicine in the county be asked to sup- 
port any arrangement to care for the medical in- 
digent. 

Doctor MacPherson of Saint Clair stated that 
Doctor Wass of his community desired to join our 
Society and the Secretary informed him of the nec- 
essary action and form of application in order to 
accomplish the same. 

It was moved, supported. and carried that Doctor 
Ault be asked to defer his talk on treatment of 
hemorrhoids until the next meeting. 

Doctor MacPherson made a short talk upon con- 
ditions existing in Saint Clair and of the work ex- 


Jour. M.S.\S, 








pec 








Ore 


’ 


ical 
‘on, 


iety 
was 
ury 


the 
sed. 
ary. 
nu- 
ich. 
tee, 
air, 
and 


iety 
for 
ns’ 
the 
Ses 


‘ate 
act. 
ac- 
for 
up- 
en- 
and 
aid 


pon 

its 
‘ar- 
ake 
fee 


for 
‘m- 


-m- 
the 


Va- 
lief 
ym- 
ally 
and 
ur- 
lel- 
ble 
nt; 
ers 
ym- 
und 
ety 
up- 


in- 


hat 
yur 
ec- 

to 


tor 


on- 
2 





Marcu, 1934 





pected of the members of our profession without 
remuneration by the various welfare organizations, 
etc. y 

It was moved, supported and carried that the pres- 
ident appoint a committee to be known as the Press 
Committee. Adjourned at 9:35 p. m. 





A regular meeting of Saint Clair County Medical 
Society was held at the Hotel Harrington, Port Hu- 
ron, Michigan, February 6, 1934. Supper was served 
to about twenty members and guests and the meet- 
ing was called to order, with President A. B. Arms- 
bury in the chair, at eight p. m. with twenty-six 
members and four guests present. 

The minutes of the preceding meeting were read 
and approved with one correction as made by Doc- 
tor Heavenrich who stated the Secretary had made 
an error in recording certain figures. 

Five communications were read. The chair ruled 
that unless there was objection the matter of again 
considering the plea for endorsement of the Capac 
Hospital would not be taken up. No objection was 
heard. 

The president then called upon Doctor Waters, 
Chairman of the Committee on Medical Care for 
the Indigent, for a report. Doctor Waters made a 
verbal report of the activities for his committee and 
stated that an agreement had been made between 
them and the County Emergency Relief organiza- 
tion for the care of persons and families on the wel- 
fare list. He stated that so far twenty-one physi- 
cians in Port Huron and twelve throughout the 
county had signed an agreement to care for wel- 
fare cases at seventy-five cents at the office and one 
dollar and a half at the home, etc. There was a 
discussion relative to divulging the diagnoses of 
welfare cases for the information of the organiza- 
tion and it was decided to appoint a committee to 
decide such issues. The Chair appointed Doctors 
Cooper and Thomas as a medico-legal committee. 
It was moved, supported and carried that the report 
of Doctor Waters’ committee be adopted. Some 
discussion ensued with regard to the refusal of some 
of those physicians who had signed the agreement 
for welfare relief to respond to obstetrical calls. 
The president believed this matter should be cor- 
rected. He stated that the profession was obligated 
to prevent the neglect of such cases. The fact that 
those employed as CWA workers were dropped 
from the welfare rolls and were expected to pay 
their own physician seemed to complicate the situa- 
tion further. Doctor LeGalley, the county physician, 
stated that he would endeavor to take care of as 
many obstetrical cases as he could during the next 
few months, particularly those cases where the head 
of the family was employed as a CWA worker. He 
stated fifty-odd such cases were due for confine- 
ment within the next two or three months. 

The president announced the following commit- 
tees: Press, Doctors Waters and Heavenrich; Leg- 
islative, Doctors Patterson, DeGurse, D. J. McColl, 
Waltz and Carney. 

The president then called upon Dr. Garnet W. 
Ault who read a very short, timely and interesting 
paper on, “The more common conditions of the ano- 
rectal tract which may be treated in the office.” The 
subject was covered in a most original and thor- 
ough manner and enjoyed by those present. The dis- 
cussion was carried on by Doctors Thomas, Bur- 
ley, MacPherson and Smith; Doctor Ault closing 
the discussion in the usual manner. 

In conclusion the president complimented Doctor 
Ault on his talk and stated that there were many 
other members of the Society who could. give in- 
teresting talks if they would overcome their bash- 
fulness. Meeting adjourned at 9:30 p. m. 

GeorcE M. Kest, Secretary-Treasurer. 
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TUSCOLA COUNTY 


The regular meeting of Tuscola County Medical 
Society was held at the Vassar Hotel, Vassar, 
Michigan, February 8, 1934. Vassar physicians acted 
as hosts. 

The meeting was conducted by Dr. O. Johnson, 
president. Dr. E. C. Swanson presented a motion 
picture film, x-ray films, and discussion on Public 
Health Aspect of Tuberculosis. Dr. Julius Powers 
of Saginaw, district councilor, gave a discussion of 
the present political status of medicine in the 
country. 

Dinner was served after the meeting. 

L. L. Savace, M.D., Secretary. 











WOMAN’S AUXILIARY, MICHIGAN 
STATE MEDICAL SOCIETY 


MRS. ELMER L. WHITNEY, President 
18224 Wildemere Ave., Detroit 
MRS. C. L. STRAITH, Secretary-Treasurer 
19305 Berkley Road, Detroit 




















EXECUTIVE MEETING 


The Executive Board of the Woman’s Auxiliary 
to the Michigan State Medical Society held a lunch- 
eon and business meeting at the Hotel Statler, in 
Detroit, Michigan, on January 16, 1934, with the 
following members present: President, Mrs. E. L. 
Whitney, Detroit; Vice President, Mrs. W. R. 
Chynoweth, Battle Creek; Secretary and Treasurer, 
Mrs. C. L. Straith, Detroit; Past President, Mrs. 
F. A. Mercer, Pontiac; Program Chairman, Mrs. 
P. R. Urmston, Bay City; Public Relations. Chair- 
man, Mrs. H. M. Heitsch, Pontiac; Press Chair- 
man, Mrs. L. C. Harvie, Saginaw; Organization 
Chairman, Mrs. Guy L. Kiefer, East Lansing; His- 
torian, Mrs. Earl McIntyre, Lansing; and members 
of the Advisory Council: Dr. F. C. Warnshuis, 
Grand Rapids; Dr. L. J. Hirschmann, Detroit; Dr. 
T. F. Heavenrich, Port Huron; Dr. J. Milton Robb, 
Detroit. Mrs. J. A. McLandress, president of the 
Saginaw County Medical Auxiliary, guest. 

Each member of the Advisory Council was asked 
by the president to express his views relative to the 
betterment of the Auxiliary and to suggest ways 
and means whereby the Auxiliary could be of great- 


er help to the medical profession. 

Dr. HirscHMANN: Spread the idea of health work... 
that every doctor’s office should be a health center. Instead 
of having to employ others apportion the work out and 
let each receive compensation. 

._ The medical profession are willing to take care of the 
indigent at a very nominal cost. 

Medical legislation we will always have with us. 

Next year is another legislative year and we should sound 
out prospective candidates. 

Dr. HeEavenricH: I would like to see the State Auxiliary 
have a unit in every county. It stimulates a better feeling 
among the doctors. P 

I think that the Auxiliary ought to take an interest in 
political matters. Women do not receive as cool a reception 
as men. See that the proper men are nominated. You have 
to wake your husbands up and let them go after the rest. 

Dr. Ross: A good Auxiliary woman is an aid to society 
and she should be vitally interested in medicine. Doctors’ 
wives should know more about medical history and back- 
ground. 

Informed doctors’ wives should be on boards of other 
organizations wherever possible to give authentic informa- 
tion on medical subjects. ‘In moulding public opinion, this 
can be done in a better way if they have the proper back- 
ground to proceed.” 

I would suggest that you divide the state into sections— 
meet occasionally. Hold institutes, all day sessions, with 
other health organizations of that section to consider and 
help solve various health problems, etc. 

You cannot do anything with lay people on boards if 
you simply set yourselves. If you cannot give them all of 
it, have some information that they can read. 

Have definite information to give. 

Cults will be here till Gabriel blows his horn. 

As the Auxiliary is progressing, you are developing a 
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nice feeling among yourselves, not in a society way alone, 
but for the good of the public. 


Dr. WarnsHUIs: I baptized the National Auxiliary. (Gave 
brief history.) 

Adopt a specific state program. 

There are many counties in the state that need the Auxil- 
iary and you should go in and organize. 

I woul encourage each unit to devote at least part of 
its time to the study of medical history and background. 

Adopt a program for local activity. Make contacts with 
other organizations. Develop sound, safe public opinion. By 
your contacts you can gain public confidence and public 
respect. 

nspire your clubs to hold one or two meetings during 
the course of the year devoted to some phase of preventive 
medicine. Sponsor High School assemblies on preventive 
medicine. (Pasteur—influences of his life; Lister—on devel- 
opment of aseptic surgery.) 

On the legislative program you can be of beneficial help. 
We need friends in the legislature. Show an interest. 

good many doctors have given little thought to these 

outside forces that have been crowding him out of the 
practice of preventive medicine. 

We must combat social medicine and we need your help. 

Have all of your Auxiliary members make their husbands 
bring home the Journat. Encourage them to read it. An 
amount of $600 is spent on wrappers alone each year. At 
least, see that they are torn off. 


I would suggest joint meetings with wives of dentists 
and lawyers. 

Each Auxiliary should have an active president and sec- 
retary and, at least, one or two others inspired with the 
serious objectives of the society. 

Hygeia is being sent to every member of the legislature. 

Mr. WHITNEY: We are going to make a great effort to do 
away with welfare work and auxiliary meetings which are 
bridge parties mostly and substitute for this regular programs 
of educational value, which will fit our Auxiliary members 
to take their proper places in the moulding of public opinion. 

Mrs. Lioyp C. HArvig, Press Chairman. 


KALAMAZOO COUNTY.—On January 16, the 
Woman’s Auxiliary to the Kalamazoo County 
Medical Society enjoyed a cooperative dinner, 
served at 6:30, with Mrs. Walter den Bleyker as 
hostess. This was followed by an interesting dis- 
cussion on tentative plans toward affiliated work and 
a social hour. Thirty-one members were present. 


OAKLAND COUNTY.—Twenty-five members 
of the Oakland County Medical Auxiliary attended 
the one o’clock luncheon which was held at the 
Pontiac General Hospital on January 19th. Rev. 
Bates Burt, rector of All Saints Church, and a for- 
mer chaplain of Marquette prison, talked to the 
group on “Crime” and the effect of early religious 
training on the lives of children. A pleasing group 
of songs were sung by eight girls of the High 
School Glee Club. During the business session, 
which was conducted by the president, Mrs. J. E. 
Church, the organization accepted with regrets the 
resignations of Mrs. Church and the president-elect, 
Mrs. B. M. Mitchell, who were forced to resign 
because of illness in their respective families. The 
afternoon was spent in making dressings for the 
hospital. 


SAGINAW COUNTY—The Saginaw County 
Auxiliary held its February meeting on Tuesday, 
the 13th, at the Robinson Tea Rooms. Luncheon 
was served at one o'clock. The speaker was Dr. 
J. H. Powers, Councilor for the Eighth District, 
Michigan State Medical Society, who talked on 
“Some Present Day Problems of the Medical Pro- 
fession.” This will be followed by sewing for St. 
Luke’s Hospital. 


WAYNE COUNTY.—During the past month the 
Monday night lectures sponsored by the Study 
Group of the Woman’s Auxiliary to the Wayne 
County Medical Society have provided most enjoy- 
able as well as instructive entertainment. Usually 
they are augmented by lantern slides. The scope 
of the course is “Medicine in the Ancient World.” 
On January 22, Dr. Frank Sladen spoke on Egyp- 
tian Medicine, and on February 5, Dr. E. D. Spald- 
ing took up Greek Medicine. These meetings, which 
are open to non-members as well as members of the 
Auxiliary, have had such a large attendance that 
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they are being held in the Visiting Nurses’ Head. 
quarters (on the same property as the Wayne 
County Medical club house.) The lectures being on 
Monday nights, many doctors bring their wives be- 
fore they attend the Wayne County Medical meet- 
ings at the Art Institute. 

Two plans are now under way to benefit the piano 
fund. The one is for doctors’ wives to form neigh- 
borhood groups of eight to play bridge, once at the 
home of each member before the first of May. This 
plan has the added purpose of promoting friendship 
among doctors’ wives living in the same vicinity. 
The luncheon or tea, which is served, must consist 
of no more than a salad or hot dish, rolls and cof- 
fee; and the small fee of twenty-five cents charged 
at each meeting is given to the piano fund. More 
than twenty members agreed to captain groups such 
as these. 

The other plan is in the form of a public speak- 
ing course under the direction of Mrs. Myron B. 
Vorce. Four captains are sponsoring this plan. The 
class is to meet on six consecutive Wednesday aft- 
ernoons from two to four, the first meeting having 
been held on January 31. The money raised will 
also be devoted to the piano fund. 

The Welfare Committee reports that four mater- 
nity kits have been completed for the use of doctors 
of the Wayne County Medical Society in their 
charity work. Each kit contains the following arti- 
cles: 2 hospital gowns, 1 abdominal binder, 1 deliv- 
ery pad, 1 dozen sanitary pads, 1 receiving blanket, 
2 infant’s binders, 2 infant’s shirts, 2 infant’s petti- 
coats, 2 infant’s nightgowns, 11%4 dozen diapers, 2 
pairs infant’s stockings, 1 infant’s tufted comfort, 
1 cake Castile soap, 1 can talcum powder, assorted 
safety pins, boric acid solution and olive oil. 

Fourteen names have recently been added to the 
membership list of the Auxiliary. 
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DR. RALPH J. GOODENOW 


Dr. Ralph J. Goodenew of Detroit died in the 
East Side General Hospital on February 12, 1934, 
from a heart attack. He was born in Jackson fifty- 
four years ago, where he received his early educa- 
tion. He attended and graduated from the Detroit 
College of Medicine and Surgery in 1907. In 1910 
he opened an office at 11410 E. Jefferson Avenue, 
Detroit, where he had practiced up to the time of 
his death. He was director of the Medical Staff of 
the East Side General Hospita!. The late Dr. Goode- 
now was a member of the Wayne County Medical 
Society, Michigan State Medical Society and _ the 
American Medical Association. He is survived by 
his wife, Jeanette, whom he married in 1910, and 
three children, Alice E., Lorraine J. and Ralph J., 
Jr., and his father, Irving J. Goodenow, and a sister, 
Mrs. Robert R. White, both of Chicago. 





DR. E. M. HIGHFIELD 


Dr. Ernest M. Highfield, Alma, Michigan, died 
December 29, 1933, of coronary sclerosis. His death 
occurred about 10 A. M. o’clock at his office, unex- 
pectedly, as he had been in good health, having 
walked to his office that morning. 

The doctor was born in Strathroy, Ontario, Can- 
ada, March 17, 1877, the son of William and 
Angeline Highfield. His early education was ob- 
tained in Ontario. Many years of his adolescent 
life were spent at Harper Hospital, Detroit, first 
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as a patient due to an osteomyelitis of the right 
leg, and later as an employee. He received his 
doctor’s degree at the Detroit College of Medicine 
in 1904, followed by an internship at Harper Hos- 
pital He then took over the practice of Dr. L. S. 

















Dr. E. M. HIGHFIELD 


Crotser at Edmore, Michigan, and remained there 
five years. In 1911, he moved to the nearby town 
of Riverdale, where he had a very busy and profit- 
able practice as the community’s beloved and only 
physician. From 1925 until his death, he practiced 
in Alma, Michigan. 

The doctor had two hobbies, medicine and golf. 
He was an intensive reader of medical literature, 
and possessed a keen analytical mind. Very quiet 
mannered, kindly, thoughtful and courteous, he was 
loved by all who came in contact with him, pro- 
fessionally or socially. He served as_ secretary- 
treasurer of the Gratiot-Isabella-Clair County Med- 
ical Society for twenty-three years. Dr. Highfield 
was the attending physician to the Gleaners Me- 
morial Home, a member of the Masonic Lodge, and 
a fellow of the American Medical Association. 

Dr. Highfield married Louise Courtney, deceased, 
in 1906, and Helen Kingsbury of Alma, Michigan, 
in 1929. He had no children. The doctor is sur- 
vived by his widow; a step-son, Allen Highfield, a 
druggist in Greenville; two brothers and one sister, 
Russell Highfield of Detroit, Archie Highfield of 
Walpole Island, Ontario, and Mrs. Roy Bliss of 
Oxford, Michigan. 





DR. GEORGE EDWIN McKEAN 

Dr. George E. McKean of Detroit died February 
4th of complications following a double mastoid 
infection. He was born at Mt. Hope, Ohio, in 1868, 
the son of Dr. William and Rachel McKean. He 
studied at Mt. Union College and at Northwestern 
Ohio Normal University. He attended the Medical 
Department of the University of Michigan, where 
he graduated M.D. in 1894. After three years’ prac- 
tice in Ohio, Dr. McKean moved to Detroit, where 
he practiced to within two months of his death. He 
ad pursued post-graduate work in London, Edin- 
burgh, Berlin, and Munich. Dr. McKean limited his 
Practice to internal medicine, in which he had also 
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a large consulting practice. He was attending phy- 
sician at Harper Hospital for over twenty-five years. 
He was consultant in medicine at the Woman’s Hos- 
pital, The St. Joseph Mercy, Highland Park Gen- 
eral Hospital and also the Evangelical Deaconess 
Hospital. Dr. McKean served in the World War 
fifteen months with the Harper Hospital Unit. He 
was director and professor of medicine of the De- 
troit College of Medicine. He was a former presi- 
dent of the Detroit Medical Club and a past presi- 
dent, and for many years trustee, of the Wayne 
County Medical Society. He was a member of the 
Michigan State and American Medical Associations, 
The Interstate Clinical Society and a fellow of the 
American College of Physicians. In 1894 Dr. Mc- 
Kean married Lucy E. Moore, of Ann Arbor, Mich- 
igan. He leaves, besides Mrs. McKean, three sons, 
Dr. Richard M. McKean, Robert E. McKean, and 
Dr. Thomas McKean; his mother, Mrs. Rachel Mc- 
Kean, Washington, D. C.; two brothers, Vice Ad- 
miral Josiah S. McKean, U.S.N., retired, of Carmel, 
Calif., and John McKean, Delray, Fla., and a sister, 
Mrs. Janes Benfer, of Washington, D. C 


RESOLUTION 


Wuereas Dr. George E. McKean was an honored 
member of the medical profession of Detroit and 
Wayne County, and received the highest honors to 
be conferred by his confreres in this city and coun- 
ty; and 

Wuereas, he has maintained a close association 
with the medical profession of this city and has 
been known as “the doctors’ doctor” by our physi- 
cians, who keenly feel his loss, and 

Wuereas, he was an outstanding citizen and the 
personification of honor, and held the respect of 
men for his leadership and their affection for his 
integrity; therefore be it 

RESOLVED: That the Wayne County Medical So- 
ciety pause in its deliberations to honor the memory 
of an illustrious physician, a sincere friend, a lov- 
ing husband and father, a successful leader, and 
an honorable citizen; and be it further 

RESOLVED: That the Wayne County Medical So- 
ciety express its sincere sympathy to the bereaved 
members of the McKean family. It sadly realizes 
that no words from it, formal or informal, can 
assuage their grief or make them feel less keenly 
the greatness of their loss. 


Adopted by the Wayne County Medical Society. 
ALEXANDER W. Bian, M.D., President. 
E. C. BAUMGARTEN, M.D., Secretary. 
February 6, 1934. 





DR. HAROLD WILSON 


The sudden death of Dr. Harold Wilson, of De- 
troit and Birmingham, Michigan, occurred on Feb- 
ruary 17, 1934. Dr. Wilson’s car and that driven by 
another person had collided; the two had pulled up 
to the curb but no damage was found to either car 
or to either person. In a discussion over the right 
of way Dr. Wilson collapsed and was taken to St. 
Joseph Mercy Hospital, Pontiac, where on admit- 
tance he was found dead. Dr. Wilson was born in 
1860 in Cleveland, Ohio, the son of Dr. Thomas 
Wilson. He received his early education in Cleve- 
land and Cincinnati and graduated with the degree 
M.D. from the University of Michigan Medical 
School in 1887. Following his graduation he prac- 
ticed in Denver, Colorado, being connected with a 
mining company. Dr. Wilson came to Detroit in 
1889, where he had practiced up to the time of his 
death. The past fourteen years he had been associ- 
ated with Dr. Ray W. Hughes with offices in the 
David Whitney Building. For the past four years 
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Dr. Wilson had made his home in Birmingham, 
Michigan. He was at one time president of the 
Wayne County Medical Society. Dr. Wilson was a 
life long student. He excelled as mathematician and 
was likewise a musician of high order. Dr. Wilson 
was for many years a member of the staff of the 
Grace Hospital, Detroit, and also a member of the 
American Academy of Ophthalmology and Oto- 
laryngology, the American Medical Association, the 
Michigan State Medical Society and the Wayne 
County Medical Society. He was a Fellow of the 
American College of Surgeons. He leaves two 
daughters, Mrs. J. Morgan, of Hollywood, Calif., 
and Mrs. Marion Toido, of Chicago. Following the 
anon service, February 18, the remains were cre- 
mated. 





DR. RAYMOND J. SISSON 


Dr. Raymond J. Sisson of Detroit and Birming- 
ham, died February 23, 1934, in Massachusetts Gen- 
eral Hospital, Boston, after being ill with pneumo- 
nia for three weeks. He was thirty-six years old. 
Dr. Sisson was a graduate of Syracuse University, 
doing work at Massachusetts General Hospital_be- 
fore coming to Detroit in 1923 to join the staff of 
Henry Ford Hospital. In 1924 he married Marjorie 
Mack, daughter of Mr. and Mrs. Joseph Mack. 
They lived at 8905 E. Jefferson Avenue, Detroit, and 
Dr. Sisson maintained offices in the David Whitney 
Building. He was a member of the Wayne County 
Medical Society and the Michigan State Medical 
Society. He was buried from the home of his 
mother, Mrs. Bernard Sisson, in Syracuse. New 
York. Besides his mother and wife, he leaves a 
brother, Bernard, of Syracuse. 















GENERAL NEWS AND 
ANNOUNCEMENTS 











Failure to pay your dues by April 1 will mean 
See your County Secretary today. 


suspension. 









Dr. H. A. Luce and Dr. Nathan Sinai, sent on a 
mission to England by the State Society January 4, 
returned to Detroit on February 10. 





The A. M. A. meets in Cleveland the week of 
June 10, 1934. It is suggested that you make your 
hotel reservations now. Statler Hotel is official head- 
quarters. 


GENERAL NEWS AND ANNOUNCEMENTS 





Jour. M.S.\1.S 


There are several new ads in this issue. Turn to 
them. Hack Shoes, Detroit, solicits your reference 


of patients. 


For real foot comfort secure their 
advice. 





The cartoon entitled “Waiting for the Doctor and 
Making the Doctor Wait,” which appeared in the 
February number of this JouRNAL is by McCutcheon 
of the Chicago Tribune, to which publication our 
acknowledgments are due. The Chicago Tribune will 
furnish copies of this cartoon at ten cents each. The 
copy is suitable for framing. 





Past President’s Night a Great Success: Dr. O. §S, 
Armstrong, president of the Wayne County Medical 
Society in 1892-93 (oldest living past-president), and 
Dr. James E. Davis, president in 1921-22, and Dr, 
James H. Dempster, president in 1926-27, were the 
honored guests at the Past-Presidents’ Party of 
February 12 in the Wayne County Medical Society 
club rooms.—Detroit Medical News. 





Dr. William E. Keane of Detroit was elected 
president of the staff of Providence Hospital at the 
staff meeting held on January 27, and Dr. Allan 
McDonald has been elected president-elect. Dr. 
McDonald has been connected with the hospital 
since 1901, when it was located at the corner of 
Elizabeth Street and St. Antoine, when he was chief 
of the obstetric service. He performed the first op- 
eration on Good Friday, 1911, when the new hospital 
was opened on West Grand Boulevard. Good Fri- 
day was evidently a lucky opening day for the New 
Providence Hospital for Dr. McDonald says the 
patient is still alive and well. 








OH! OH! 


As oor freen’s are ridin’ roon’ aboot, 
upon th’ railroad trains, 
They’re aye for shufflin’ 0’ th’ cairds, 
an’ haein’ social games; 
An’ sometimes “innocence abroad” 
is coaxed, a haund tae tak’, 
Bit when they travel, nae sae far, 
they find he kens the pack. 





Weel, lads, ah’m nae for tellin’ much, 

bit ah’ll gi’ ye a’ a tip, 
If ye’re boond tae play some poker 

as ye journey on yer trip, 
Dinna pick a Scottish traveler, 

o’ th’ Presbyterian flock, 
Especially if he cam awa 

frae Aberdonian stock. 

Guid Nicht ..... WEELUM. 
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